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ABSTRACT
CHANGES WfflCH OCCUR IN THE KNOWLEDGE AND ATTITUDES OF
INDIVIDUALS AND A GROUP WHO ATTEND A SIXWEEK SERMON SERIES
ON AIDS
by
Janet Sweet-Richardson
Literature suggests that certain barriers existing within the church hinder the
acceptance ofpersons with AIDS. This study focused on knowledge and attitudes
because they are major factors in determining one's acceptance ofpersons with AIDS
(PWA's). The purpose of the study was to determine what changes occurred in the
knowledge and attitude of individuals and a group who attended a six week sermon series
on AIDS.
The instruments used were portions ofthe AIDS knowledge and attitudes subsection
of the 1992 National Health Survey (NHIS) developed by the National Center for Health
Statistics. This study utilized information from the knowledge-based questions. The other
instruments in the study were the researcher designed section for scientifically verified
modes of transmission of the AIDS virus. Also a section oftwelve attitude based
questions and a preaching response questionnaire were designed by the researcher.
The study involved forty-seven subjects from a small, rural United Methodist church.
A pre-test, six week sermon series and a post-test were included in the study. Significant
findings in the study were that those who participated in the six week sermon series had a
greater knowledge about the epidemiology, medical facts and transmission of the AIDS
vims. Education was the greatest factor in predicting changes in knowledge and attitude
toward persons with AIDS. Age and gender were second and third respectively.
Additionally, significant differences existed between the three different age categories and
six education levels in their responses to both the knowledge and attitude questions. The
study revealed, too, that a six week period was not enough time to significantly change
attitudes.
The findings will contribute to the ongoing literature about PWA's and help the church
to better understand its redemptive role in ministry to PWA's and their families.
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CHAPTER 1
Understanding the Problem
Observation
I became personally interested in AIDS ministry during my appointment to First United
Methodist Church in Mt. Pleasant, Michigan. The West Michigan Conference of the
United Methodist Church appointed me to that church on July 1, 1991 . I continued in the
appointment until July 1, 1994. Part ofmy responsibilities as the associate pastor involved
ministry with Stephen's Friends. Stephen's Friends is a lay ministry based on the
education ideas and ministry of the Stephen'sMinistry based in St. Louis, Missouri. The
Stephen's Friends program started at First United Methodist Church in the 1980s under
the senior minister. Dr. Al Frevert.
A part ofmy responsibilities as associate pastor involved presenting program(s) for the
continuing education facet of Stephen's Friends. I first presented a program on AIDS for
the monthly continuing education program in the spring of 1994. This program, which
utilized a United Methodist video on AIDS, generated considerable interest within the
group. Then I asked the director of the Isabella County Council on AIDS to speak to our
group at the next monthly meeting. We discovered that only one other church in Isabella
County had asked her to speak on AIDS. Her program coincided with a needle stick
mjury to a member ofmy immediate family. This relative, who is a lab technician,
accidentally stuck herselfwhile removing a needle fi-om a HTV patient. Fortunately, blood
test(s) taken since the injury have been negative. However the whole experience of fear,
paranoia and stress made me keenly aware of the issues surrounding AIDS.
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As a pastor, I take the issue of AIDS very seriously. My fear is that we are seeing the
story of the Good Samaritan today. We walk on the other side rather than get involved.
Yet AIDS is an epidemic silently touching the lives ofour family, friends and church. We
will have to get involved, whether we like it or not. The church's response determines our
world's perception ofChrist's compassion.
First, we must understand the problem. Hopefully the instrument used in this study
will enable local congregations to measure their attitudes and knowledge about AIDS.
Secondly, the sermon series will create possibilities in sharing the message about AIDS.
Therefore this study marks a positive step in responding to the AIDS crisis. Perhaps it
may even allow more congregations to respond effectively to the needs ofpersons with
AIDS. May it be so.
Introduction to the Problem
AIDS emerged in the 1980s as a new phenomenon in the West. It was first identified
as a distinct disease in 1981 when clusters ofcases were discovered in several homosexual
communities in the United States (Melton xiii). One ofthe first signs that a new viral
infection had occurred was admission of the first patients to various hospitals in Los
Angeles. They were suffering from a rare type ofpneumonia caused by a commonly
occurring protozoan known as Pneumocystis carinii pneumonia, seen only in patients
whose inmiune systems have become deficient due to other causes.
At the same time in New Yoric City, physicians were reporting on the occurrence of a
severe form ofKaposi's sarcoma in a group ofgay men. This sarcoma takes the form of a
tumor on a blood vessel tissue in the skin and/or the internal organs. It was previously
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known to occur among elderly Italian and Jewish men. What these otherwise healthy
young men had in common was that they all had evidence of immuno-deficiency not
related to any known cause and several had other infections. All were homosexual,
ranging in age between twenty and fifty years, the mean age being between thirty and
thirty-five (Kirkpatrick 7).
Within months, a second cluster among Haitian immigrants appeared and in early 1982
hemophiliacs and drug users were added to the list ofAIDS victims. Each in turn was
designated a high risk group for contracting AIDS. By the end of 1982, a baby was
diagnosed as having contracted AIDS through a blood transfiision. By this time the
medical community was on alert and the public was slowly becoming aware, but the gay
community was becoming alarmed (Melton xiii).
Early in 1983, the deaths of several people in low risk categories raised the spectre of
AIDS spreading among the general (i.e. low risk) population through tainted blood. Low
risk people included babies bom to seemingly healthy mothers later shovm to have AIDS
and women believed to have contracted AIDS through intercourse with bisexual males
(Melton xiv).
Indeed the AIDS epidemic may weU become the greatest public health care problem of
the 20th century. Widespread public recognition is that it poses a fearfiil threat to the life
and health ofmillions ofpeople worldwide. We also recognize that the burden on our
health care system and on the nation's economy, though already significant, is likely to
increase dramatically. What is, perhaps less widely appredated, is that our social
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responses to AIDS pose a serious threat to the shared attitudes and values that define us
as a moral community (Overall 1).
AIDS is an "acquired" disease, that is to say, a person must catch the AIDS virus.
Except for some children bom ofmothers who carry the Human Immunodeficiency Vims
(HIV), people are not bora with AIDS. AIDS attacks the immune system, the defense
mechanism that the body uses to fight disease. AIDS is labeled "deficiency" because the
immune system no longer works properly. It is called a "syndrome" because it is marked
by a group of symptoms that affect different parts of the body (Perelli 14).
In the United States the first sexual transmission ofHTV occurred between homosexual
men and this clearly was the first population involved. There is little doubt that the degree
of sexual promiscuity among some in this population promoted the rapid spread ofHTV in
the late 1970s and the eariy 1980s. An example of this was highlighted in a recent book.
And the Band Played On: People. Politics and the AIDS Epidemic, written by Randy
Schilts, who reported the multiple homosexual encounters ofan airline steward fi-om
Montreal, Quebec, Canada. This individual may have spread HIV to at least 40 of the first
248 cases reported in the United States by April 1982. Although the mean annual number
of sexual partners ofhomosexual and bisexual men is less than ten, a small subpopulation
within the homosexual community reported very high numbers of different sexual partners
per year, some reporting as many as a thousand different contacts (Grenz and Hirffinan
79).
Persons with AIDS are protected from discrimination by the Americans with
Disabilities Act (ADA). The ADA's definition ofdisability includes HTV infected people
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as well as PWAs (Heame 1990). As a consequence of the act, three main areas
protecting the employment-related rights ofPWAs are covered. The first area is pre-
employment; employers cannot inquire whether someone has a disability and may not
discriminate against an individual with a disabiHty in hiring practices if the person is
otherwise qualified for the job. The second area is in employment; the ADA mandates
that employers may not discriminate against an individual in promotions or regular
employment practices. A third m^or area that the ADA addresses concerning AIDS is the
fact that people affiliated with PWAs may not be discriminated against (U.S. Department
of Justice, 1990). However, stigmas associated with AIDS (e.g., co-workers will be at
extreme risk, aU PWAs are homosexual, etc.) wiU make the act difBcuh to enforce (Herek
anddunt 886-891).
The ADA does not protect the AIDS patient fi-om discrimmation fi-om the Christian
community. The church itself is confi"onted with the issue ofwhether or not to exclude
persons Avith ADDS from its worship and programs. Will the church choose to
discriminate? Or will the church welcome persons with AIDS? The church, then, is
challenged to respond to the social, political, and theological challenges of this epidemic.
The Christian establishment may respond reactively and ideologically-some segments of
Christianity have aheady done so�or they may respond in community. Regardless of our
biblical or theological positions, it is clear that we who are called Christians are called to
serve across barriers ofage, class, race, gend^, economics, and sexual orientation. Time
has come for the community of faith to minister to itself and to the wider community. We
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who are called Christians must provide a healing touch to a world suffering with AIDS
(Hallman 119).
Understanding the Problem
The first barrier to AIDS ministry may be the theological question which AIDS raises.
AIDS is perceived as a "sinner's disease." The issue involved is the sin-sickness
relationship. Sometimes a misunderstanding is perpetuated regarding a biblical
pwspective on the sin-sickness relationship, and this misunderstanding is reflected in
pastoral care. For example, a hospital in which a young man died had on its staff as
chaplain, an evangelical minister who began every encounter with a gay patient with this
harangue:
Friend, God has brought this disease on you because of the sinfijl, perverted life
you have led. You are despicable to God. You are an abomination to God.
This disease is Crod's just punishment on your terrible sinfiilness. Now, you're
going to die. Friend. You hear me! Die! So unless you want to endure the
fires ofhell, I urge you to change your ways, repent right now and ask the Lord for
forgiveness so that you have a chance ofheaven, even if it is slim (Fortunato 103-
104).
The disciples who confi-onted the man bom blind asked Jesus, "Who sinned, this man
or his parents, that he is bom blind?" (John 9: 2). Jesus answered, "Neither has this man
sinned, nor his parents, but that the works ofGod be made manifest in him." However, a
sin-sickness relationship does exist in some illnesses. Nonetheless this sin-sickness
relationship may or may not exist in AIDS cases. Tainted blood or breast milk raises the
possibility of innocent AIDS sufferers. But even if an individual contracts AIDS through
practices deemed sinful, the church's role is to help the sinner toward redemption. The
church's role centers on redemption, healing and wholeness.
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A second barrier to AIDS ministry is the attitude toward sexually transmitted diseases.
Plagues (i.e. AIDS) are invariably regarded as judgment on societies. This traditional
perspective on sexually transmitted diseases interprets them as punishment, not just of
individuals, but ofgroups ("general licentiousness"). Venereal diseases have been used in
this way to identify transgressing populations. Interpreting any catastrophic disease as a
sign ofmoral laxity or political decline was common until the latter part of the last
century, as was associating dreaded diseases with foreigners (or with despised and
dreaded minorities).
The assignment of fault is not contradicted by cases that do not fit. Sometimes the
innocent suffer a devastating disease. Methodist preachers in England who connected the
cholera epidemic of 1832 with drunkenness (the temperance movement was just starting)
were not understood to be claiming that everyone who got cholera was a drunkard: there
is always room for "innocent victims" (women and children). Tuberculosis in its identity
as the disease of the poor was linked with alcoholism by the late nineteenth century
reformers.
Epidemics were seen as the scourge of the sinful. Responses invariably recommended
adoption ofmiddle class values: the regular habits, productivity and emotional self-
control to which drunkenness was thought the chief impediment (Sontag 142). Yet the
problem was not drunkenness, but germs which caused ilhiess.
The emergence of a new catastrophic epidemic, when for several decades it has been
confidently assumed that such calamities belonged to the past, would not be enough to
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revive the moralistic inflation of an epidemic into a plague. It was necessary that the
epidemic be one whose most common means of transmission is sex (Sontag 148).
For example, very early in the decade, many popular television preachers suggested
AIDS represented the judgment ofGod upon sinful people, particularly homosexuals. An
example is Jerry Fallwell who called the disease "retribution from God" (Fortunato 103).
Many religious groups overwhelmingly rejected the idea ofAIDS as a judgment ofGod on
homosexuality (and/or drug use) and many have specifically refuted the notion in their
various statements. Roman Catholic Archbishop John Roach of St. Paul and Minneapolis
writes:
AIDS is not leprosy. Rather I should see the persons with AIDS compared with
the story of the Good Samaritan who found the dying man by the roadside and
took him in and cared for him and paid for his care. The curse ofAIDS is not
God's wrath. The curse ofAIDS it seems to me would be our refusal to meet
ADDS sufferers and their families with simple Christ-like charity and love. AIDS
is not God's curse, it is a human problem, but it is a problem that tests our ties to
God. As dangerous as the disease is, the tragedy would be ifwe would be so
small of heart and mind that we should shrink from reaching out to our brothers
and sisters (Melton xvii).
Until recently, AIDS has been viewed in our culture as a disease ofgay males. In fact,
according to statistics cited by the Center for Disease Control, women make up 10.48
percent of reported cases ofAIDS. However AIDS is not a disease that only affects the
homosexual population. The incidence m both women and in the heterosexual population
is on the rise (Peterson and Seligson 67). ADDS is now a disease ofboth heterosexual
and homosexual populations.
The church is right in noting that some persons contract AIDS through sexual practices
related to lifestyles and moral choices. However we are thus left with the dilemma of
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either rejecting persons who contract sexually transmitted diseases or attempting to bring
about their reconciliation with God. Jesus, when dealing with the woman caught in
adultery, said, "Let him who is without sin cast the first stone." Jesus did not, in this
instance, condone sin or condemn the sinner. We can then perhaps conclude that loving
sinners does not mean we condone their sin. Rather loving sinners enables the church to
move them toward reconciliation with God.
A third barrier which hinders AIDS ministry is the terminal nature ofAIDS. We are
faced with the question. How can the church help and minister in the face of a death-
dealing disease ofepidemic proportions for which there is not yet a cure? AIDS provides
an opportunity for the Church to be what it was intended to be, a witnessing and healing
community. It provides an opportunity to heal relationships across the barriers of
sexuality, color and economics and to explore more fiilly what healing means for the time
bomb called AIDS (Woodward 78).
Caregivers will need to face their fear of serious ilhiess and death. AIDS can be a
horrible death. One never knows the course it will take: severe pain, long and repeated
hospitalizations, an ahnost incomprehensible sense of loss and grief, an ever-increasing
need for care, ending with the need for round-the-clock attention (Perilli 18).
The church can be a family ofGod that embraces and sustains those sick with AIDS-
related conditions, caring for the broken brother, sister or child without barriers,
exclusion, hostility or rejection. We are called to be a healing community. The scriptures
remind us to feed the hungry, clothe the naked and visit those in prison {Matthew 25)
(Perilli 308).
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Currently very little information exists dealing with attitudes toward and knowledge
about AIDS among church members. It has abeady been established among professionals
that attitudes and knowledge will affect the quality of service they deliver (Douglas,
Kalman and Kahnan, 1985; Cohen and Grace 1989; Vincent and Schkade 1990). Rubin
and Roessler (1987) point out that "...rehabilitation professionals must be sensitive to the
attitudes they bring to the counseling relationship" (165). Likewise the attitudes and
knowledge ofchurch members and constituents could impact the quality oftheir ministry
to AIDS patients. Attitudes toward AIDS, according to Ross (1988), are based on a
range ofperceptions of the disease from seeing it as punishment for inmiorality, through
being a result of sexual promiscuity, and a symbol ofmoral decay, to it being just another
viral infection. In addition, Ross identified eleven specific aspects of attitudes toward
AIDS, some ofwhich are knowledge based. The aspects are: (a) fear of death; (b)
homonegative opinions; (c) concerns about unknown vectors (possible characteristics of
the disease about which medical science is unaware); (d) associations ofAIDS with sex;
(e) beliefe in social conversatism; (f) associations ofAIDS Avith minority groups; (g)
beliefs about AIDS as punishment; (h) beliefs about coirtagiousness; (I) views about
practices associated with infection; (j) concerns about lack of treatment; and (k) opinions
about the fiiture spread ofAIDS (1306-1308).
Equally important is one's knowledge about AIDS. Knowledge about transmission of
ADDS and the disease itself could affect one's perception ofPWAs. The knowledge and
attitude section ofthe 1992 National Health Interview Survey provides pertinent data
regarding general AIDS knowledge. This survey is based on the interviews of20,974
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aduhs in the United States. In 1992, of the aduhs asked to assess their knowledge of
AIDS, 26 percent stated they knew "a lot" while 45 percent stated they knew "some."
About 28 percent of aduhs said they knew "little" (21 percent) or "nothing" (7 percent)
about AIDS. A marked educational difference was noted: 46 percent of adults with less
than twelve years of education felt they knew at least "some" about AIDS compared with
85 percent of those with more than twelve years of education.
Concerning the three main modes of transmission, the level ofknowledge ofAIDS was
high in 1992 as it had been in 1991 . Ninety-six percent of aduhs knew that the AIDS
virus can be transmitted through sexual intercourse, 94 percent knew that it can pass from
a pregnant woman to her baby and 96 percent said it was "very Hkely" that a person can
get the AIDS virus from sharing needles with an infected person. Knowledge was lowest
for items related to the effects and treatment associated with the AIDS infection. Fifty-
four percent knew that AIDS can damage the brain, 71 percent knew that certain drugs
can lengthen the life of an infected person, and 60 percent knew that early treatment of the
disease reduces symptoms. Between 20 and 30 percent of respondents did not know the
correct responses to some questions. Overall, minority persons, persons with less than
twelve years ofeducation, and those fifty years of age and older were less likely to
respond correctly to the general AIDS knowledge questions.
One might well ask: where is information received about the AIDS epidemic? How is
knowledge obtained? In 1992, the NHIS revealed that eighty-seven percent ofaduhs
stated that they had received information about AIDS in the last month. Of all sources
listed, television programs (75 percent), newspaper articles (52 percent), magazine articles
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(44 percent), and radio programs (38 percent) comprised the primary sources of
information. One can only speculate how much AIDS information is currently obtained
through the local church. We do know it is not a primary source of information about
AIDS for our society.
Of the parents of ten to seventeen year olds, 75 percent reported ever discussing AIDS
with them. Overall, white (77 percent) and black (75 percent) parents are more likely to
talk to their children than Hispanic parents (67 percent). The percentage ofparents
discussing AIDS with their children increased with years ofeducation, from 64 percent for
those with less than twelve years ofeducation to 79 percent for those with more than
twelve years ofeducation. Seventy-sk percent ofparents reported that their children
received instruction on AIDS at school. Again, a missing element of this survey is how
much information is received by children and/or youth at their local church. It would
appear on the surface that society's knowledge and attitudes about AIDS are influenced
more by mass media and institutions other than the local church. This is a sobering truth
for Christians. We are indeed left wondering about church members' attitudes and
knowledge toward AIDS (Hardy, Marsh and Schoebom 2).
Therefore a study ofattitudes and knowledge about AIDS would prove beneficial.
First it could help determine receptivity to an AIDS ministry in the local church. If the
attitudes and knowledge about AIDS form a barrier, it hinders rather than enhances the
possibilities ofministry. On the other hand, ifattitudes are positive and individuals are
knowledgeable about AIDS, it may open a door to AIDS ministry.
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The Problem Stated
If the church of today is not involved in and properly informed about ADDS ministry,
what can be done to rectify this situation? Will we allow our attitudes and lack of
knowledge to form a barrier to ministry? Can a six week preaching series effectively
change this barrier? To answer these questions, I have developed a six week sermon series
to test the effectiveness of preaching in changing the attitudes and level of knowledge
about AIDS. The objective ofthis sermon series is to encourage an openness to ADDS
ministry.
Statement ofPurpose
The purpose of this study was to determine what changes occurred in the knowledge
and attitudes of individuals and a group who attend a sbc week sermon series on AIDS.
Research Question 1
What is the level of knowledge of the subjects toward ADDS prior to the sbc week
sermon series and subsequent to the sermon series?
Research Question 2
What are the attitudes ofthe subjects toward AIDS prior to the sermon series and
subsequent to the sermon series?
Research Question 3
Are there personal characteristics (i.e. gender, age, education) associated with the
observed changes in the level ofknowledge and in the attitudes of the subjects subsequent
to the sermon series?
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Research Question 4
What was the relationship between the group's answers on the knowledge and attitude
questions and their response to the sermon series?
Definition ofTerms
This section will provide an operational definition for each of the following terms:
AIDS. (Acquired Immune Deficiency Syndrome) A collection of illnesses that impair
the body's ability to fight infection, making the body extremely susceptible to
opportunistic infections. The definition of the syndrome also includes diagnosed affliction
with such opportunistic infections such as pneumoncystis carinii pneumonia or with certain
cancers such as Kaposi's sarcoma.
Antibodies. Any substance in the blood serum or other body fluids that destroys or
neutralizes bacteria, viruses or other harmfiil toxins that enter the body (Kirkpatrick 1 13),
ARC (AIDS Related Complex). HTV has by now severely damaged the natural
immune system. The person is suffering fi-om diarrhea, excessive weight loss, skin rashes,
etc. At this stage the sufferer can sometimes bemore ill than the 'Full-blown ADDS'
sufferer and may be in great need of care and support. These symptoms may persist for
many years but never develop into AIDS (Kirkpatrick 1 14).
Full-blown AIDS (sometimes known as Frank AIDS) This is the ultimate indication
that the immune system is collapsing. By this time the body has been attacked by at least
one life threatening opportunistic infection or tumor. A great deal ofcomfort and
palliative support will be needed at this stage of the disease (Kirkpatrick 1 15).
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Immune System. The structural part of the immune system is the lymphoid organ.
This includes the lymph nodes, lymphatic drainage system, thymus gland, spleen, adenoids,
tonsils, appendix and Peyer's patches located in the small intestine (Peterson and Seligson
4).
Opportunistic Infection. When the T4 cells decrease in number, the immune system
becomes depleted and cannot respond. Opportunistic infections then attack the body.
The four categories ofopportunistic infections which exist are; protozoan, fungi, viruses
and mycrobacteria (Peterson and Seligson 6).
T4 Cells. There are two types of immune responses in the human body: cellular and
humoral immunity. T4 cells, a subset of lymphocytes, mediate cellular immunity. The
normal number ofT4 cells in the body is 537-1,571 (Peterson and Seligson 5-6).
Methodology
The methodology was an evaluation study utilizing a pre-test/post-test design. The
intent ofthis study was to work with a group ofapproximately fifty aduhs over age
eighteen, who attend a sermon series designed for the expressed purpose of identifying the
change(s) in attitude and knowledge that occurred in individuals and the group. These
changes were based on the survey results (i.e. self reports). An aim ofthe study was to
discover if preaching can affect the attitudes and knowledge of individuals and a group
toward AIDS and persons with AIDS.
The Sermon Series
This sermon series involved six consecutive Sundays (June 9 through July 14). The
series focused primarily on parables which related to the specific scriptural and theological
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themes. However, the scripture texts were not limited to parables. The first week
focused on generosity and inclusiveness; the sermon was based on the parable of the
marriage feast (Luke 14: 7-14). The second sermon dealt with the issue of suffering
(Romans 3: 23). The third sermon reflected on the nature and mission of the church. The
scriptural theme centered on Paul's image of the church as the body ofChrist (I
Corinthians 12: 12-26). The fourth sermon's theme was redemption (Matthew 8: 1-4).
The fifth sermon centered on compassion and recalled the story of the Good Samaritan
(Luke 10: 29-37). The sixth sermon focused on mercy (Luke 15: 1-7) and challenged the
congregation to reach out to the lost. Each sermon lasted approximately twenty minutes.
Following the sermons was a cdl to discipleship and a closing hymn. The series was
announced in the newsletter and bulletin one month prior to the initial sermon. All
members of the Mt. Zion United Methodist Church present on the Sunday preceding the
sermon series (June 2) were given a survey. Every adult who attended at least one sermon
and was present on the Sunday of the sermon series' end (July 14) was given a survey.
Therefore one did not have to attend all six sermons in order to participate in the study.
The pastor served as the preacher throughout the series.
Subjects ofthe Studv
The recorded membership ofMt. Zion United Methodist Church in 1995 was 262 with
an average attendance of 85. This membership was invited to participate in the study
through the newsletter and the bulletin. Announcements from the pulpit were also used to
advertise the sermon series and encourage completion of the survey. The survey was
passed out on the last Sunday morning worship service preceding the sermon series.
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Surveys were filled out by members ofMt. Zion United Methodist who were at least
eighteen years old. Fifty-one surveys were collected. The second survey was given to
those individuals who attend at least one sermon in the series and were present to receive
the survey at the Sunday morning worship after the sermon series concluded. Fifty
surveys were collected following the sermon series.
Independent and Dependent Variables
The independent variable is the variable manipulated or treated in a study in order to
see what effect differences will have on those dependent on it. The main independent
variable in this project was the sermon series. The dependent variable is a variable in
which the changes are the resuhs of the level or amount of the independent variable.
Dependent variables are expected to change, depending on the group or individual's
participation in the sbc week sermon series. The dependent variables were: knowledge
and attitudes toward AIDS.
The same twenty-five survey questions utiUzed in the pre-test were also utilized in the
post-test. However five questions related to the sermon series were added to the post-test
questionnaire. These five questions utilized a Likert-like five point scale. The five
questions evaluated the sermon series. The participants responded to three questions
related to the illustrations, scripture text and sermon delivery. The two other questions
focused on a change in knowledge and attitude toward persons with AIDS following the
sermon series. All participants were asked to respond to the questiormaire and asked then
to return it. The only survey results accepted for the pre-test were from those who were
members of the church. The only survey resuks accepted for the post-test were from
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those members who heard at least one sermon in the series. A participant did not have to
attend all six sermons in order to fill out the questionnaire. The start-up date and the
ending date of the sermon series were fixed as was the time fi-ame of the twenty minute
sermon.
Instrumentation
The primary instrument used for information gathering was the researcher developed
survey. This instrument was a combined version ofportions of the ADDS knowledge and
attitudes subsection of the 1992 National Health Interview Survey (NHIS) developed by
the National Center for Health Statistics and a knowledge/attitudes based section
developed by the researcher. The NHIS instrument was utilized for the first time in 1987
to evaluate the U.S. aduh population's knowledge and attitudes toward ADDS. The
purpose of the questions was to provide population based data on aduhs' knowledge
about AIDS and transmission ofHIV and on their experience with HIV antibody testing.
The 1992 NHIS instrument includes items on self-assessment ofknowledge about AIDS,
self-assessment of chances ofgetting the virus, primary source(s) of information about
ADDS, and recent experience with blood donation. This study utilized information
obtained fi-om the knowledge based questions.
Sections ofthe AIDS questionnau-e developed by the researcher were used because the
emphasis is on scientifically verified modes of transmission ofADDS, a quaUty that the
NHIS instrument is lacking. In addition, twelve researcher developed questions regarding
attitude(s) toward persons with AIDS were mcluded in the final survey questions.
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In addition to the combination of the instruments, minor changes were made in the
areas of demographics and attitudes to make the final instrument more appUcable to a
church setting. A pilot study of the instrument was administered in a similar church
setting.
The six week sermon series developed by the pastor was announced in the newsletter,
bulletin, and fi-om the pulpit. This series dealt with the theological issues of sm and
suffering, compassion to modem lepers, and acceptance. One sermon in the series
focused specifically on the issue ofAIDS and ministering to hs victims. Then the post-test
was administered to assess the impact of the sermon series on the attitudes and knowledge
of church members about AIDS. Five questions regarding sermon response were added to
the final post-test survey questions. These questions had a five point Likert-like scale.
Delimitations of the Study
The results of the pre-test and post-test and the conclusion were solely based on the
test group in the worship attendance and are not be intended to apply to other
congregations. However the pre-test and post-test may be used in other church settings
where one wishes to assess the attitudes and knowledge about AIDS. It is also possible
the sermon series may apply to other congregations. Specific resuhs may differ fi-om
congregation to congregation, but it is believed that a number of tmths and pattems will
emerge.
Overview
The remainder of the study is divided into four chapters. Chapter Two presents a
review of literature categorized under subheadings related to AIDS and preaching.
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Chapter Three deals with the design of the study and touches upon the instrumentation
used in the study along with the reliabiUty and validity ofthe information. Chapter Four
identifies the significant findings of the study as they relate to the research questions and
these findings will be displayed in tables. Chapter Five interprets the data offering possible
implications and conclusions, improvements of this study, and suggestions for fiirther
study.
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CHAPTER 2
Review ofLiterature
Epidemiology ofAIDS
The nature of AIDS is better understood by examining its epidemiology. The virus
belongs to a class of viruses known as retroviruses because of their unique ability to
transcribe their genetic material (RNA) into DNA and actually insert a piece ofDNA into
the DNA of the host cell. Usually RNA is made from DNA and not vice versa; hence the
name "retroviruses." The technology to deal with retroviruses is largely a product of the
research on cancer in the sixties and seventies. A number of different kinds of retroviruses
exist, but the first known retrovirus was discovered in the late 1970's and named Human
T-Leukemia Virus (HTLV, known later as HTLV-I). When the AIDS virus was first
discovered, two groups found it almost simultaneously. The French named their virus
Lymphadenopathy Virus, (LAV) wWIe the Americans named theirs Human T-Cell
Lymphotropic Virus Type III, or HTLV-III (Eidson 4). Luc Montagnier and his
colleagues at the Past�jr Institute in France in 1983 first isolated the virus and named it
LAV-Lymphadenopathy Associated Virus�because in many cases the virus causes
swollen lymph glands.
In 1984, Robert Gallo and his colleagues at the National Cancer Institute in Bethesda,
Maryland, isolated the vuns again and proved its association with AIDS. Gallo named the
virus Human T-cell Leukemia Virus (HTLV)-III because he thought it resembled the
leukemia viruses, HTLV I and 11 (Lanning 14). Since the virus does not cause leukemia,
the L now stands for "lymphotropic" or 'lymphocyte (white blood) seeking." The virus
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title became HTLV-III/LAV. Gallo has subsequently discovered possible slight variants in
the AIDS vims, expandmg the HIV name to HIV-I and HIV-II. These variants have been
contested by some scientists who claim there is only one AIDS vims (Lanning 15).
Several properties make HIV infections unique. First is the fact that the HTV genetic
material (RNA) is actually integrated into the host cell's genetic material. This makes this
kind of vims very ominous since it is doubtful any kind of treatment can be developed to
remove the viral genetic material (Eidson 4). Also vimses with the property of
"integration" often resuh in chronic neurological disease or cancer many years after the
infection. Another property of HIV is its uncanny ability to change its outer coat or
"envelope protein." The molecular basis for this variation is uncertain but it shares this
characteristic with other retrovimses. This variation must be accounted for in developing
a vaccine agent for AIDS and in testing (Eidson 5).
Thus the production of a general vaccine against AIDS is compUcated by the fact that
an antibody which would be effective against one strain of the vims could prove
ineffective against other variants. Like influenza vuaxses, HIV mutates easily as it spreads
fi-om person to person, modifying its protective coat. As a result, HIV involves a series
of vimses which mutate many tunes more rapidly than the influenza vims. Researchers are
seeking stable elements m the HIV core to replicate for a vaccine; but, despite enormous
investment, scientists have yet to develop a general vaccine against the AIDS vims (Spohn
92).
The definition ofAIDS was first outlined by the Centers for Disease Control (CDC) in
Atlanta, Georgia in 1982. Its definition was precise and highly specific: a rehably
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diagnosed disease suggestive of a defect in cell mediated immunity in a person with no
known cause for the defect in immunity. Since the introduction of blood tests in 1985
which can detect whether or not the person has been exposed to the AIDS virus (the HIV
or Human Immunodeficiency Virus), the definition has changed to "occurrence of a
disease suggestive of a cell mediated immunity in a person with no known cause for that
condition other than HIV" (Kirkpatrick 8).
Since AIDS was first discovered in 1981 there have been 548,102 men, women and
children with AIDS have been reported to the Centers for Disease Control (CDC) in
Atlanta, Georgia and 343,000 of those people have died. Five states contmue to account
for over half of the cumulative AIDS case reports (New York, California, Texas, Florida,
New Jersey). However rates of reported cases per 100,000 population were highest in
New York, Puerto Rico, Florida and New Jersey. Some of the highest rates of reported
cases are also found in large metropolitan areas (more than 500,000 population) in these
same states (e.g. New York, San Francisco, Miami, Fort Lauderdale, West Palm Beach,
Jersey City and Newark). These statistics were reported in the June 1996 semi-annual
edition of the HIV/AIDS Surveillance Report (3).
Currently the fastest growing portion of new AIDS cases are among younger adults.
Males between the ages of thirty and thirty-four represent 23 percent of the new cases of
AIDS among males. Males between the ages of thirty-five and forty represent another 23
percent of new cases among males. Therefore 46 pa-cait of the new cases of AIDS in
males are between the ages thirty and forty. Likewise twenty-three percent of the new
cases ofAIDS in females are between ages thirty and thirty-four. Twenty-one percent of
Sweet-Richardson 24
the new cases of AIDS in females are between ages thirty-five to forty. Therefore 44
percent of new cases of AIDS in females are between the ages of thirty and forty {HIV
AIDS Surveillance Report 13). Since someone may be infected with HIV for five to ten
years before it shows up as AIDS, a little simple subtraction suggests that many young
aduhs are being infected in their mid-twenties or early thirties.
AIDS is still regarded by many people in the United States as a disease that primarily
affects homosexual white men. Wlule it remains true that male-to-male sexual contact
represents the most common route of HTV transmission, it is more accurate to describe
AIDS as an infectious disease that can be transmitted sexually, that is, by either
homosexual or heterosexual contact (Shelp and Sunderland, Handle With Care 70). It
seems a historical accident that HIV landed in homosexual and IV-drug user populations
in the U.S. rather than in the sexually-active heterosexual population. It is, therefore,
misleading to refer to AIDS as the "gay plague." In high-risk groups in the U.S.,
opportime conditions for its rapid transmission include sexual practices which involve
exchange of bodily fluids; anal intercourse, which fi-equently causes tears in rectal tissue
that expose blood vessels; multiple partners; and, for the IV drug users, the practice of
sharing needles while "shootmg up" (Spohn 95). Currently among adolescents and aduhs
(June 1996), three HIV exposure categories contmue to account for nearly all cases of
AIDS; men who have sex with men (51 percent), injecting drug use (25 percent), and
heterosexual contact with a person who is in a high-risk group or has HTV/AIDS (8
percent) {HIV/AIDS Surveillance Report 3).
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It is important, then, to distinguish how HTV can be transmitted from one person to
another and where, (i.e., in which body fluids and tissues) HIV has been isolated in
laboratory situations. Lack of clarity about these two situations causes some confusion.
In the laboratory HIV has been isolated from body fluids and organs including blood,
vaginal and cervical secretions, cereospinal fluid, breast milk and tears. HIV has also been
found in most organs and tissues of the body including the skin (Anderson and Wilkie
44).
For transmission ofHIV from one person to another to take place, a sufficient amount
of viral material must pass from the infected person to another by certain specific routes.
A large number of studies have estabUshed that there is no evidence of spreading the virus
through social contact or through actions such as touching, hugging, kissing, sneezing or
drinking from the same cup. Shnilarly, transmissions do not resuh from the bites of
msects such as mosquitoes or bed bugs (Anderson and Wilkie 45; Medma 54). AIDS is
not contracted by sitting on the toilet seat; drinking from a public water fountain; touching
money, phones, hand rails, door knobs; or swimming in a public pool (Medina 54). The
virus m semen and vaginal secretions can enter the blood stream through an open wound
(Anderson and Wilkie 47).
Persons most hkely to be infected are those involved in sexual practices with an
mfected person, the most dangerous being penetrative and/or vaginal intercourse
(Kirkpatrick 1 1). The virus can be transmitted from a man to a man, from a man to a
woman, from a woman to a man. Transmission from a woman to a woman has been
reported but rarely occurs (Anderson and Wilkie 47). The risk from a smgle sexual
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encounter is variable. However, estimates are that the odds of infection are one in 100 for
a single act of unprotected intercourse (i.e., vidthout effective use of a condom).
Homosexual men and female sex partners ofmfected drug users run a far higher risk: a 66
percent to 75 percent chance of becoming mfected themselves. Men seem more hkely to
transmit HTV to women than they are to receive it from an infected woman (Spohn 96).
Transmission ofHIV can take place as the resuh of a smgle sexual contact but there are
documented cases where many episodes of sexual contact with an infected partner have
not led to transmission of the virus. At present the factor which may affect both the
possibiUty of infection of someone with HIV infection and his/her susceptibihty to
infection based on sexual contacts is not clearly understood. Evidence suggests that the
presence of another sexually transmitted disease at the time of exposure to HIV may
facilitate the transmission of the infection. This is particularly true when the disease is
associated with ulceration, such as syphihs, chancroid and genital herpes.
All persons who have received infected blood transfusions or blood products such as
Factor 8 which is used for hemophilia are also susceptible to contracting HIV. This is
extremely rare now that all blood products are tested for antibodies. A relationship seems
to exist between the condition of an infected person and his or her abihty to transmit the
infection to sexual partners. Studies among hemophihacs who are HIV antibody positive
and their female partners have shown that the risk of a female becoming infected increases
as the mfected male partner becomes sick and the CDC (T4) cell count in the peripheral
blood of the male partner decreases (Anderson and Wilkie 47).
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Others who may be infected include intravenous drug abusers who share their
equipment with other drug users infected with HTV Also babies of infected mothers are
susceptible to infection in utero and possibly also through their mother's milk while
nursing (Kirkpatrick 11). Of the 7,296 AIDS cases reported among children (June 1996),
90 percent resulted from transmission from mother to child {(HIV/AIDS Surveillance
Report 3). There are rare individuals infected by other routes. Several persons have been
infected by artificial insemination and by organ transplantation. Also several laboratory
workers have been infected by intense exposure to blood and body fluids or inadvertent
needle stick injuries (Eidson 9).
Is everybody who gets mfected with the AIDS virus doomed progress to fiill-blown
AIDS? The answer is no. Some people carry the vuiis for years without suffering any ill
effects. Some even seem to be totally immune to mfection desphe repeated, prolonged
exposure to HTV. AIDS researchers are focusing on these rare cases, hoping that
somewhere in these people�or in the strain of the virus they carry-he clues to better
treatment, an effective vaccuie or even, someday, a cure. Scientists now estunate that
perhaps 8 percent to 10 percent of those infected with HIV are what are called
nonprogressors�people who have not suffered any apparent damage to then- immune
system in a decade. And around 6 percent of those diagnosed with cUnical AIDS may be
considered long term survivors (Toufexis 65).
Recent trends in the number of estimated AIDS-Ols (AIDS opportunistic illinesses)
illustrate the overall slowing of the rate of growth of the AIDS epidemic. From 1992
through 1995, the estimates of newly diagnosed AIDS-Ols suggest that ADDS cases were
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mcreasing at a rate of 5 percent or less per year in the United States as a whole compared
to higher rates of increase from 1990 to 1995. As the epidemic of HTV infection has
dispersed from the cites where AIDS cases were first recognized in 1981 (Los Angeles
and New York), different populations and geographic areas have been affected over time.
Changes in the number of estimated AIDS-Ols reflect these different stages in the
maturation of the epidemic: leveUng in the West but contmued increases in other
geographic areas, leveling among whites but continued increases among blacks and
Hispanics, a stable trend among men largdy caused by the leveling of AIDS-Ols among
men who have sex with men, and an upward trend among women reflectmg increasing
numbers ofwomen who were infected with HTV through sexual contact, principally with
injecting drug-using partners and who are now progressmg to AIDS. Despite the large
number ofwomen with HIV infection or AIDS, a gradual decrease in pediatric AIDS has
occurred. Thus while the number of estimated AIDS-Ols in the United States is still
increasing shghtly each year, dechnes in AIDS cases in infants and men who have sex with
men has occurred (HIV/AIDS Surveillance Report 3-4).
Centers for Disease Control data on the estimated mcidence of AIDS opportunistic
ilhiess mdicate that the highest incidence by region m 1996 was the South. The estimated
incidence for the South was 22,400. The incidence for other regions was: Northwest
(16,900), West (12,600) and Midwest (6,600). The Centers for Disease Control data also
reveal that estimated incidence ofAIDS opportunistic illness has leveled among whites at
25,000. This figure is down from the estimated incidence of AIDS opportunistic illness
which was 25,600 in 1994. However the estimated incidence of AIDS opportunistic
Sweet-Richardson 29
illnesses among blacks has increased from 20,600 in 1992 to 25,100 in 1996. Hispanics
have also mcreased during this same time period from 10,300 to 11,800 (HIV/AIDS
Surveillance Report 21).
New cases of AIDS in women have primarily occurred in those who are infected with
HIV through sexual contact, principally with drug using partners and who are now
progressing to AIDS. New cases of women with estimated AIDS opportunistic ilhiess
who were infected by drug using partners was 4,300 m 1992 and 5,000 in 1995. The new
cases of estimated AIDS opportunistic illness among women infected by heterosexual
contact was 4,500 in 1992 and 6,000 m 1995. An increase m new AIDS cases among
females is principally in two exposure groups (drug using partner and heterosexual sexual
contact) {HIV/AIDS Surveillance Report 22).
While studying the mcidence ofAIDS among the different populations, demographics,
age groups and genders, it is important to remember the modes of transmission of the
disease. AIDS is an infectious disease, but h is not hke a common cold which you can
catch by breathing the same air or touching a person. AIDS cannot be contracted from
being in the same room whh a person with AIDS. A person cannot catch AIDS by
donating blood at a Red Cross blood drive or hospital. These blood collection groups use
only sterile equipment that no one else has used. Education, bemg AIDS-smart, is the best
way to prevent exposure to AIDS and other sexually transmitted diseases (STDs) (Hynson
4).
Nonetheless some behavior involves low risk. Personal objects such as toothbrushes,
razors and nail chppers are theoretically capable of transferring bodily fluids. They are
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therefore associated with risk. It should be noted, however, that evidence of transmissions
has been sought for these objects but not found. They constitute a low risk. Wet kissmg
(French kissing), urine contact (exclusive of contact with mouth, rectum or cuts and
breaks in the skin), or anal or vagmal sex even with a condom involve low, but real risk
(Medina 55).
Tolerance for discrimination against people with AIDS is possibly a consequence of the
general pubUc's perception of the people who constitute the majority of people infected by
HIV. Because HIV disease is striking people of color, drug users and their sexual
partners, and gay men with special severity, these communities are doubly vuhierable.
They are at a higher statistic^ risk for infection and, if infected, more hkely to progress to
AIDS. They then face a future darkened by the prospect that HIV disease, given current
therapeutics, may prove 100 percent fatal. More unmediate threats such as possible loss
of employment, loss of health msurance and the daily anxiety that they may be ostracized
by people in their communities further undermme then- security (Shelp and Sunderland,
Hcwdle with Care 71).
Because the body does not produce a measurable amount of antibody unmediately upon
exposure to the virus, a window of up to four weeks may occur before the antibody
appears (this obviously compUcates testing measures close to the tune of exposure). Also
HIV may remain dormant anywhere from a few months to ten years. When cells of the
munune host respond to an unrelated infection, the viruses which have been incorporated
into the host genes come to Ufe and burst forth from the cell destroying the T4 ceUs m the
process. The body is then susceptible to a variety of mfections which often prove fatal.
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With its immune defenses exhausted by this process, the body produces fewer and fewer
infection-fighting T-cehs and falls prey to a number of diseases which ordinarily would
have been defeated (Spohn 93). Once a person becomes infected with HTV, that person
may develop a variety of manifestations. This disease is similar to many other infectious
diseases in that there is a broad spectrum ofhost responses.
Disease Progress:
1. Within a few weeks (and occasionally within a few hours) of the virus entering the
body, some people will experience something which may resemble influenza or glandular
fever (IGrkpatrick 9). This is usually followed by a long period when the disease is
entirely latent. During this period the infected person may feel completely well and yet be
mfectious to others. Because of this quiet period the infection may remain undetected for
years and this viral infection poses a threat toward all who are sexually active since
infected people may unwittingly be passing the virus.
2. Persistent Generahzed Lymphadenopathy (PGL). During this phase there is general
swelling of the lymph nodes or glands.
3. AIDS Related Complex (ARC). The HIV virus has by now severely damaged the
natural unmune system. Symptoms are often milder and less specific than for those
suffering fi-om AIDS itself The person affected may be suffering fi^om night sweats,
fevers, severe malaise, fatigue, excessive weight loss, persistent diarrhea, skm rashes etc.
It is unportant to realize that at this stage, he or she can be more ill than with fijU-blown
AIDS and may well be in the need of a great deal of care and support.
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4. AIDS Dementia Complex (ADC)). This is caused by an invasion by the virus of the
central nervous system, especially the brain. It occurs when HIV has passed through the
blood-brain barrier which usually filters out substances in the blood which may damage the
brain. Should this occur then the person may suffer confiision, memory loss, and diflBculty
in walking and may require complete bodily and social care for the rest ofhis/her life.
5. FuU blown AIDS. Full-blown AIDS, also known as 'Frank's AIDS', is the uhimate
mdication that the immune system is collapsing because by this time the body has been
attacked by at least one hfe-threatenmg opportunistic mfection or tumor. The AIDS virus
causes damage indu-ectly by destroying the ability of the person to resist or control the
infection (Kirkpatrick 10).
Initially the diagnosis ofAIDS seemed hke a death sentence to a patient. For example
when Magic Johnson announced to the world on November 7, 1991 that he had
contracted the AIDS vuiis, it seemed to many that he was pronouncmg his own death
sentence. But much had happened in the past five years both m drug research and AIDS
education. Recent major findings offer not only the promise to help HIV-positive patients
live longer and healthier hves, but could point the way to fiiture advances (Wulf 58).
Chiefamong the recent announcements:
News fi-om Abbott laboratories that an experimental drug called ritonavir cut in half the
death rate for a group of patients suffering fi-om advanced AIDS-at least during the seven
months of the study.
A report fi-om Merck that a second drug indinavir used m combination with two other
drugs, AZT and 3TC reduced the levels of HTV m the blood of 24 patients an
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unprecedented 1,000 times. Both ritonavir and indinvar belong to a promising new class
of drugs called protease inhibhors which block a key enzyme, protease, that the virus
needs to replicate (Gorman, "Batthng the AIDS Virus" 62). Used as a "cocktail" of older
antiviral medications, the new drugs have demonstrated that AIDS can be held at bay, at
least for a while. It is a sunple idea: HTV mutates so fast h eventually becomes resistant
to any drug the doctor throws at it. Two drugs attackmg the virus in two different
biochemical ways can keep HTV off balance and make evasive tactics harder�though not
impossible�to sustain. But even a shppery virus hke HTV carmot deal with a three or four
pronged approach. However until 1995 no one had come up with a third drug to test the
theory.
Then the FDA approved a new medication called saquinavir. Several similar drugs
have followed. The agency also approved a medicine called 3TC. Although it works
much hke AZT, the two drugs act as a chemical tag team: after HTV becomes resistant to
AZT, it is still vulnerable to attack by 3TC (Gorman, "A New Attack on AIDS" 52). If it
then develops resistance to 3TC, h suddenly loses its abihty to fend offAZT (53). In fact
there are now nine drugs which can woiic in more than a hundred different combinations
or "cocktails." Muhiple drug ther^y has finally become posable. No one knows yet how
long the protease-mhibitor will last, but its effects have ah-eady been far reaching (Leland
66).
Doctors at some large urban hospitals estimate that AIDS admissions are down as
much as 60 percent. But with the good news comes the bad. The new drugs do not work
for everyone. "At least 15 percent of patients don't respond," says Dr. Howard
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Grossman, whose New York City practice is largely devoted to treating AIDS. In
addition too many of the patients who could benefit fi-om the cocktail treatments are not
gettmg them. The drugs are expensive (annual cost 12,000 to 20,000 dollars) and in short
supply (Gorman, "What I'm Gonna Live?" 77). There are also the real possibilities that
the therapy wiU prove too toxic to continue very long, and that HIV may find hidmg
places m the body fi-om which it can eventually launch devastatmg attacks (Gorman, "A
New Attack on AIDS" 52).
For aU the scientific excitement, controllmg the AIDS pandemic is still a distant hope.
Getting patients to stick to a comphcated 15 pill-a-day regimen is no small feat. If the
new drug combmations do not prove curative, the variants ofHTV that survive them could
be highly resistant. And if they do prove curative, few sufferers wiU benefit soon. Some
90 percent of the world's 22 million mfected people hve m developmg countries where
virtuaUy no one has 1 5,000 doUars a year to spend on medicine. Last year alone, a milUon
people died fi-om AIDS worldwide and cases increased 19 percent. The mfection rate is
down in the United States�an estimated 40,000 Americans contracted AIDS last year
(1995) but that is an exception. Also these new drugs have only been available a year
(beginning around December 1995). There is no tellmg how many people will show the
benefits wearing off ("New AIDS Optimism" 68). Another hope is the new gene therapy.
Researchers have isolated a gene that appears to protect some people fi-om HTV infection-
-even after repeated exposure�and h could lead to new genetic therapies agamst AIDS
(Gorman, "The Exorcists" 66).
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Before the recent break-throughs in drug and gene therapy, some patients died within
weeks ofbemg diagnosed with ADDS. The average male usually hved fourteen to eighteen
months after diagnosis and the average female usually lived sbc to eight months (Spohn
93). However the new drugs have decreased the death rate and provide new hope of an
extended life span to AIDS sufferers.
Recently, federal health officials reported that AIDS deaths feU agnificantly for the first
tune since the ADDS epidemic began m the 1980s. The declme in AIDS deaths occurred in
all regions of the country and m all racial and ethnic groups. However, the trend was not
seen among women or among people infected with HTV through heterosexual contact-
two demographic groups m which the epidemic is growing.
Epidemiologists at the Centers for Disease Control and Prevention, which made the
announcement, thmk that the number of deaths fi-om AIDS is falling for two reasons. The
number ofmfected people who are progressing to AIDS-the advanced, often lethal stage
ofthe disease-is levehng off". At the same time, better medical therapies are prolonging
the survival ofpatients who are already in that stage. The trend will probably continue
because the encouraging numbers do not significantly reflect the growing use by AIDS
patients ofpowerfiil new drug combinations which uiclude the protease mhibitors, which
will hkely extend survival.
Deaths among people with AIDS dropped 13 percent m the first six months of 1996,
compared with the same period the previous year, accordmg to the CDC (Lexington
Herald-Leader 1). Deaths declined in all four regions m the United States, with the West
experiencing the greatest drop, 16 percent. The Northeast experienced a 15 percent drop.
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while the number was 1 1 percent m the Midwest and 8 percent m the South. The total
number of deaths in the first six months of 1996 was 22,000, compared with 24,900
deaths during a sunilar period in 1995.
Although the dechne was 13 percent overall, it was 32 percent among American
Indians and Alaskan natives; 21 percent among non-Hispanic whites; 10 percent among
Hispanics; 6 percent among Asians; and 2 percent among non-Hispanic blacks. AIDS
deaths fell 15 percent among men; And rose 3 percent among women.
Worldwide AIDS deaths continue to rise. Last year (1995), more than 1.5 million
people died fi-om the disease, which amounted to about 25 percent of aU AIDS deaths
since the start of the epidemic (Lexington Herald-Leader 6).
Economic and Social Impact ofAIDS
The Geneva-based World Health Organization estimates that by the year 2000, the
number of persons mfected with the Human Immuno-Deficiency Vuxis (HIV), which
causes HIV-related ilhiesses including AIDS, vwll reach forty milhon. The suffering borne
by individuals, famiUes, and entu-e communities, and the strain placed on health facilities
and national economies calls for mtensified efforts by every sector of society to slow and
prevent the spread ofmfection, to provide appropriate care for those already infected and
ill, to speed the development ofeffective, affordable treatment and vaccmes to be available
m all countries, and to provide support to care providers, communities, health-care
workers, health facilities and programs. The presence ofHIV infection has been found m
all five geographical regions and HIV ilhiesses have been reported to the World Health
Organization by nearly 200 countries (Faithful Witness on Today 's Issues: AIDS 9).
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The unpact ofHIV infection and related iUnesses on economic, social, demographic,
political, and health systems is bemg felt in innumerable ways. Worldwide, women and
children are increasingly affected by the spread of HIV infection. As more women of
child-bearing age are mfected and give birth, greater numbers of infants are bom with HIV
mfection. As parents are infected and die, more children are orphaned and extended
famihes called upon to provide care for greater numbers of family members.
Population growth rates, age stmctures, labor supply, and agricultural productivity will
suffer as younger people and women are infected and become ill. The ramifications of
HEV infection and illness are particularly grave for famihes and societies where the
extended family is the main system of social security, and is responsible for the care of
aged or ill family members and for the nurture oforphaned children.
Gross national products may decrease in areas with high rates ofHIV mfection,
morbidity, and mortality. Crimes of hate and mstances ofneglect and rejection may
increase agamst gay and bisexual men, injection dmg users, prostitutes, and others who
are assumed to be carriers ofHIV {Faithful Witness on Today 's Issues: AIDS 10).
Health doUars and resources will be drained in the process ofcaring for larger numbers of
persons with HTV iUnesses, owmg to the costs of securing, distributmg, admmistratmg and
monitoring the effects ofnew treatments and dmg therapies as they become readily
available. The advances of the "Child Survival Revolution" may be offset as the health of
greater numbers ofchildren are affected. It is not known how health systems m any region
will be able to manage the additional case loads in a world m which as many as 40 milhon
people may be mfected with HTV by the year 2000. The potential to reject and refijse care
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to persons with HIV is likely to increase until such time as low-cost vaccines and
therapeutic agents are produced and available to all {Faithful Witness on Today 's Issues:
AIDS 11).
A Theology of Suffering
How can we, then, as a Christian community offer our love and acceptance to someone
suffering from ADDS? What copmg skiUs does our faith offer? Does the Bible provide
words of hope to the AIDS sufferer plus their famihes and friends, when suffering invades
then- hves?
The first step is to understand that God does not origmate suffering. God created
human beings in an ideal world devoid of suffering, pain and death, but Adam and Eve
violated God's law and sin began hs destructive existence (Martin 53). Suffering in all its
forms is mentioned together with death as the consequence of sin and not the immediate
resuh ofGod's will. In the case of suffering and sickness, the principle of solidarity has
fiill sway. It is because human beings in general are smners that the individual is exposed
to suffering (Martm 54). However this does not unply that suffering is always
punishment for mdividual or corporate sm. Suffering is often cloaked hi mystery.
C.S. Lewis, author and theologian, beheved that the problem of suffering is mtricately
linked to the mystery offree wiU. Usmg the metaphor of a game ofchess, he writes:
You can deprive yourselfof a castle, or allow the other man sometimes to take
back a move madvertently. But ifyou conceded everything that at any moment
happened to suit him-if all ofhis moves were revocable and ifall ofyour pieces
disappeared when then- position on the board was to his hking-then you could
not have a game at all. So it is m the hfe of souls in the world: fixed laws,
consequences, unfolding by causal necessity, the whole natural order, are
at once the limits within which then- common h& is confined and also the sole
condhion imder which any such hfe is possible. Try to exclude the possibility of
suffering which the order ofnature and the existence of free will involves, and you
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have excluded life itself (quoted in EUiot 51-52).
Sm is the origin ofpain, suffering, and death, but the concept of free wiU allows the
possibility ofdisobedience and its consequences (Emerson 33). Whenever evil is
prevented by force, freedom is removed. To prevent all evil, freedom must be eluninated
and then there is no freedom for good either (Kreeft 161). Take for instance the tale told
by Robert Farrar Capon in the ThirdPeacock, m answer to a question about God and
suffering:
God has dangerously odd tastes: He is inordinately fond ofrisk and roughhouse.
Any omnipotent being who makes as much room as he does for back talk and
misbehavior strikes us as shghtly addled. Why, when you've orchestrated the
music of spheres, run the risk of lettmg some fool with a foghorn m the viohn
section? Why upset the dehcate balance ofnature and let the butcher with heavy
thumbs mind the store? It seems, weU, irresponsible. Ifwe were God we would
be more serious and respectable: no freedom and no risks. Just a smooth obedient
show presided over by an omnipotent bank president with a gold watch (quoted m
Kreeft 109-110).
Nonetheless the purpose of freedom is not to enhance suffering, but rather to set us
free. In Eastern rehgions, the goal is to be set free from the wheel ofKarma to enter a
Nuvana ofnonexistence. "To exist is to suffer," say the Eastern rehgions. For Paul, by
contrast, the goal is to be free from the bondage to that which decays and suffering
(enduring) is the route. Freedom comes not from escape but from a transformation of
ourselves and our bodies (Emerson 165). In his letter to the church at Rome, the apostle
Paul expresses this insight m a most powerfiil way which sets apart the contribution of the
Judeo-Christian tradition's approach to suffering from that ofEastOTi religions. Paul says,
"I consider that the sufferings of this present time are not worth comparing with the glory
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that is to be revealed to us...for the creation wiU be set free from its bondage to decay and
obtain the glorious freedom of the children ofGod" (Rom. 8: 1 8, 2 1 ) (Emerson 1 64).
We search for meanmg in the midst of suffering. Vicktor Frankl speaks these words
from the depths of a Nazi prison camp:
If there is a meaning m life at all, then thwe must be a meaning in suffering.
Suffering is an ineradicable part ofhfe. I was strugghng to find the reason
for my suffering, my slow dying. In last violent protest agamst the
hopelessness ofmiminent death, I sense my spirit piercmg through the
enveloping gloom. I feh it transcend the hopelessness and from somewhere
I heard a victorious "yes" m my question of the existence of an ultunate purpose.
Man's main concern is not to gam pleasure or avoid pain, but rather to see the
meaning in his life. That is why man is ever ready to suffer, on the condition,
to be sure, that his suffering has meaning (quoted m Kreeft 109-1 10).
This truth is caught by Archibald MacLeish in his epic poem "J.B.", based on the book of
Job. In a striking moment, the play portrays Job sitting on his dung heap. Job chooses to
suffer. His wife says to him, "Curse God and die." She holds that his faith is worth
nothing. Everything is wrong with faith. In the course of the argument. Job cries out, "It
does not mean there is no meaning." Job is still on the dung heap, remember, when he
receives his sense ofmeaning! A lack ofmeaning increases suffering, although the
presence ofmeaning does not end suffering. Even when imdefined, awareness that
meaning exists aUows us to cope whh the dung heaps hi our lives (Emerson 62).
Christians find a spiritual dimension to then- suffering. Obviously the world struggles
to understand the logic ofthis dimension. Nonetheless a victorious "yes" reverberates
throughout the pages of the Bible as the ultunate purpose of suffering is unveiled. An
unfolding of the meaning and purpose of suffering begms with our understanduig of the
word "suffering." In the Bible four words are translated by the English word "suffering."
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Aphemi has to do with the idea of letting something go. When Jesus says, "Suffer the
little children...to come to me" (Matt. 19: 14), he means that others must let go.
The word has within it the idea of rending or tearing and apphes to griefwhether that grief
has to do with letting the children go off to school or be married, or with surrendering one
who has died.
Pathema is the most famihar word for suffering. From k comes the Enghsh word
"pathos." This word has to do with suffering as a deep, profound feehng. The feehng
may be neurotic or heakhy. It may express lust or concern. When Jesus says that "the
Son ofMan must endure many things," he is usmg the world m a healthy sense.
Epitrepo, though not often used, carries the imphcation ofpermission, as m "Suffer me
to bury my parent" (Emerson 151).
Perhapspascho comes down to us as the most famous word for suffering. It deserves
special attention. When Jesus celebrated the Passover, he was observing the "pasch"
which has to do with the sacrificial lamb. In this sense, suffering meant sacrifice.
Matthew and Mark make heavy use of this word. They knew the temple ritual in which
surrendering to others was part of surrendering to the process ofhfe, a surrender with
confidence that the process ultimately led to victory. The resurrection confirmed that
confidence. As Paul said later, "IfChrist be not raised [from the dead], we are ofall men
most miserable" (I Cor. 15: 17, 19) (Emerson 152).
The Bible also discusses ui depth the causes of suffering. One cause is God's wrath or
anger toward sm. Yahweh's wrath blazes forth and removes e\al doers from his sight and
dehvers them into the hand ofplunderm (Psahns 106: 40; 78: 21; II Kings 17: 18-20).
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The Old Testament person faces a number of afflictions, among them leprosy (Numbers
12: 12-16; II Kings 7: 3), consumption and various kinds of fevers (Deut. 28: 22), and
some mental iUnesses (I Samuel 19: 18; Daniel 4: 26-30). AU appear to be regarded as
punishments (or extraordinary punishments) sent from God (Gerstenberger and Schrage
35). We remember that Adam and Even were banished from the Garden as a consequence
of sm.
However this exclusive emphasis on the image of a vengefiil God neglects the fact God
is also a loving God. The Old Testament speaks of a God who accepts corrupt humanity.
He cares for the disobedient (Genesis 3: 20-21), protects the guilty (6: 13-15), and even
^ves His corrupt creatures a chance at life (8: 21-22). He shows mercy to the apostates
(Nimibers 14: 14-20; Isaiah 4: 3-4). His wrath blazes forth but is stilled at the sight of
suffering (Judges 2: 18; Jeremiah 8: 21) (Gerstenberger and Schrage 107). While it is
true that m the Bible some smners are destroyed, God is also portrayed as a loving God.
This unage of a lovmg God should not be ignored or miramized.
Sadly, the interdependence between sin and sickness often leads to misapprehensions,
whose tragic consequences can he seen in the attitude ofJob's friends or m the disciples'
attitudes toward the man who was bom bhnd (John 9: 1-5). God alone can determine the
direct sin-sickness relationship in individual cases (Martin 54).
Satan is another cause of suffering. Satan caused Job's suffering (Job 3: 2). A
messenger ofSatan caused Paul's thorn m the flesh (II Cor. 12: 7) (Gerstenberger and
Schrage 22). Many of Jesus' heahngs involved rebukmg a "spuit ofmfirmity" or castmg
out demons (Marit 9: 22-29; Matt. 12: 22; Luke 4: 38; 13: 11; Mark 5: 1-20).
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Nonetheless we can only speculate how often the devil or demons are the true cause of
sickness or suffering (Jeter 25).
A person may cause his or her own suffering. Many ofour illnesses can be directly
attributed to the choices we make. God does not compel us to eat too much, sleep too
httle, or mistreat our bodies. These are choices we make without any help from God
(Althouse 31). The realm of human sexuahty is another example where choices may
affect us. Our moral behavior affects our emotional, physical, and psychological health.
The United Methodist Church Book ofDiscipline recommends celibacy m smgleness and
fidehty in marriage. It also states that "homosexuahty is mcompatible with Christian
teaching" (92). The Book ofDiscipline is consistent with scripture on the issue of
sexuahty (90-93).
Obviously human sexuahty involves moral choices which can affect one's health and
well being. AIDS itself is a sexually transmitted disease often linked to particular
behaviors. Therefore someone who engages in these particular sexual behavior(s) may
have a greater susceptibility to AIDS. The consequences of such a moral choice, then, is
both a breakmg ofGod's moral law and the possibihty ofcontractmg the deadly disease of
AIDS. It is true that one may violate the moral law of scriptures regardmg human
sexuahty and not contract AIDS. Indeed AIDS is just one possibility among the other
negative consequences of sinfiil sexual behavior. Yet one cannot ignore the enormity of
this consequence.
"Smfiil," perhaps, sometimes describes the way our society relates to persons with
AIDS. While they are dying, PWA's are also sometimes ostracized, condemned, fired
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from their jobs, evicted from their apartments, abandoned by their loved ones, threatened
with quarantine, and denied medical care, nursmg services and mortician services after
death. This societal response to PWA's is unreasonable and cruel. Although PWA's may
have the disease due to what is termed "smfiil" behavior, the church is stiU called to reach
out in ministry to them. HopefixUy the response of the church to PWA's is not always the
same as that of society. The prejudice toward PWA's is due in part to societal
homophobia, an unreasonable fear of homosexuahty. Since some people are not
represented m the sexual norm, they are considered threatening and are shurmed. This
attitude may explam much ofour society's mtolerance and ostracism toward people with
AIDS (Menz 9). Nonetheless homophobic attitudes can be overcome. The church,
offering the compassion ofChrist, can effectively minimize this fear among hs members.
Homophobia is an extreme, not a normative behavior for Christians or other members of
society. Nonetheless the church struggles with the issue of v^IDS and homosexuahty.
What, then, is the response ofChristians to the charge that AIDS is God's punishment
for gays? This question may not arise for some, yet for others it is an important question.
First, the suggestion that God created AIDS to punish homosexuals ignores empirical
data. The vmis is new. Why would God wait a millennia to design this special
punishment for homosexuals? Also, many people who have not engaged in homosexual
activity have AIDS (Sider 1 1). Babies are bom with AIDS and people have contracted
AIDS through blood transfiisions. IfAIDS is divine punishment for gays, why do gay
women not contract it? Also m parts ofAfrica, AIDS affects heterosexuals and
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homosexuals in equal numbers. AIDS is an epidemic that is not exclusive to homosexuals,
which suggests that understanding it as divme punishment for homosexuals is unfounded.
Ron Sider, evangehcal theologian, adds that there is no bibhcal basis for linkmg specific
sicknesses with specific sms. Certainly in biblical thought, sickness and death are the
result of the fall, but a specific sickness is seldom related to a specific smfijl act and then
only by a special prophetic declaration. In one situation where Jesus exphcitly dealt with
this question, he emphatically rejected the suggestion that the bhndness was caused by a
man's sin or that of his parents (John 9: 2-3) (Sider 12)
The scriptures tell us that the "wages of sin is death, but the gift ofGod is eternal life
through Jesus Christ our Lord." There are situations in which suffering appears directly
related to God's judgment. There are always consequences to breaking God's law;
however, somethnes these consequences are mmhnal. Other times the consequences are
devastatmg. One is wise not to place judgment on others regardmg the mystery of
suffering. God's sense ofjustice is different fi-om our human justice. Suffering is often
cloaked m mystery.
Suffering may occur to test our faith. Job's faith endured the catastrophes which
assailed hun. As Saul's mortal enemy, David was denounced and faced the most difficult
circumstances (I Samuel 19: 9-10; 20; 22: 1, 41-42). But he later was crowned kmg.
Joseph was indeed favored by God (Genesis 39: 2, 23), but he must have suffered pamfiil
years in the Pharaoh's prison.
New Testament Christians endured suffering conmion to humanity: hnprisonment (cf
Matt. 25: 36; Rev. 2: 10; 13: 10), scorn (Mark 10: 34; Matt. 19: 20; Acts 17: 18), cold
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and exposure (in addition to II Cor. 1 1; 27 and Romans 8: 35; cf. James 2: 15)
(Gerstenberger and Schrage 1 57). Paul suffered during hismmistry (II Cor. 1 1 : 24-28).
The writer ofHebrews believed that the suffering of the Old Testament heroes and
prophets led to spiritual growth and was an example of faith. (Hebrews 11: 32-39 RSV).
We know that Jesus suffered though he was not a shmer (H Cor. 5: 21). His life is an
example of faith in God and is an mspu-ation to us today.
Dr. E. Stanley Jones, missionary, was asked why God allows his children to suffer, why
good people are not exempt. Dr. Jones answered that, " ifGod spared His children from
suffering, they would not be his children, but his spoiled brats" (Parkhurst 60), We can
endure suffering as a test of faith because we know that Christians often face the test of
endurance.
StiU we ask, is suffering God's wiU? The New Testament witness is that Jesus never
refixsed to heal anyone on the basis: "It is not God's wiU." Francis MacNutt, priest,
writes: "Too often the preacher presents sickness as an effect ofGod's chastising love
rather than an element m the kmgdom ofevil (MacNutt 73). Christ never encourages the
sick to hve with Ulness. It is a pagan rather than a Christian concept to assume God hands
out sickness and permrts evU because they are essential mgredients in the formation of
spiritual character and the fiilfiUment of spuitual ministry. Frank Bateman Stanger
reminds us: "God wiUs wholeness for the total person" (Stanger 9). Christ has
compassion for the sick and afflicted (Matt. 14: 14). He healed every disease brought to
him (Matt. 8: 17-18; Mark 1: 32-34; Luke 4: 40; Mark 6: 56).
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Jesus could not do mighty works m Nazareth (home) because of then- unbehef (Mark
6: 5-6). Sometimes unbeliefmhibhs healing. We can only speculate how many people are
not heahng based on a lack of faith. Kathryn Kuhhnan once said: "In general I definitely
beheve that it is God's wiU to heal. But I can't say absolutely what is or is not God's wiU
in a particular case. There are some things I've learned not to touch" (MacNutt 147).
We know that Jesus never turned away anyone who requested heahng. He did not ignore
the lepers who were the outcasts ofhis day. Today we can only assume that He would
reach out to the modem day lepers, AIDS patients, and offer them heahng. This heahng,
whether emotional, physical or psychological, is consistent with the unage ofChrist as the
healer. Sometimes, however, wholeness does not occur. Then we can turn to the Old
Testament prophet, Habakkuk. The prophet Habakkuk endured suffering and rejoiced in
the Lord (Hab. 3: 17-18). God's sovereignty is celebrated desphe the pam.
What does the cross say about suffering? To begin with it, it makes clear that suffering
and love are not incompatible. The Father loves the Son and yet the Father willed that the
Son die on the cross. Jesus never questioned God's love: "This is love, not that we loved
God, but that he sent his Son as an atoning sacrifice for our sins" (I John 4: 10) (Wiersbe
93).
Amidst the tears and sadness of a sinful world Christ exhorts us: "In the world you
have tribulation, but be ofgood cheer, I have overcome the worid (John 16: 33). The
Bible discloses the story of a God who understands suffering. His story is not a passion
narrative only at its end, but fi-om the begmning, Jesus' hfe is threatened (Matt. 2: 13). He
is to suffer the fate of the prophets and righteous ones (Mark 10: 33-34) (Gerstenberger
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and Schrage 143). The first prediction of the passion (Mark 8; 32) is foUowed by Peter's
protest: "Peter took him aside and reproved him."
Why is the cross an offense to Peter. . . and to us today? "The word of the cross is to
the Jews, an offense, and to the Gentiles, a "foUy" (I Cor. 1: 18). To some, the cross
symbolizes needless pain, suffering and death. To others, it represents defeat, shame and
reproach. But the cross means victory and forgiveness for aU Christians who place their
hope in God. Christ's sacrificial death redeems us from the curse of the law (Gal. 3: 13).
This is not defeat, but triumph! We see that Christ came m order "that we might have life
and have it more abundantly." The cross ofChrist offers us this abundant Ufe both in this
hfe and the world to come.
The cross reveals many insights into suffering. First, suffering is not always
punishment for our sins. Smce we are Men creatures we assume when tragedy strikes
that God is punishing us for sm(s) ofomission or commission. But this reasoning cannot
apply to Calvmy. "He committed no sin and no deceit was found m his mouth." "Instead
he bore our sins on the tree " (I Peter 2: 22). Innocent people experience suffering.
Sickness, tragedy and natural disasters (ie;, hurricanes, floods, fires) can sthke suddenly
and without cause. This suffering is not always punishment for individual sm. Yet hope
is found m God's words regardmg Paul's thorn. "My grace is sufficient for you, my
power is perfected m weakness."
The cross offers Christians a hope which differs from non-Christians. Suffering is
redemptive for us (H Cor. 4: 9-10). "We are afflicted m every way, but not crushed,
perplexed, but not driven to despak; persecuted, but not forsaken, struck down, but not
Sweet-Richardson 49
destroyed" (II Cor. 4: 9). The death ofChrist is revealed in our suffering, just as the life
ofChrist is revealed by our not despairing or feehng forsaken (II Cor. 4: 10-11). The
apostle Paul was made strong in weakness that the power ofChrist might reside in him (II
Cor. 12: 9-10) (Gerstenberger and Schrage 183).
The widow ofZarepath endured poverty, yet out ofh she gave something to the
prophet. Joseph endured slavery in Egypt, yet he used this opportunity to save the lives of
his brothers who hated him. He named his son, Ephraim, because "God has made me
fruitful m the land ofmy hardships (Gen. 41 : 52). Paul endured his "thorn in the flesh."
Yet he rejoiced m his suffering and his ministry led to the success of the early church.
Jesus died on the cross, yet his suffering gives us the victory over sm and death. We must
remember the redemptive nature of suffering and not lose hope (Elhot 170).
The cross unveils God's plan to suffer on our behalf God's suffering began long
before the cross. Adam and Eve smned and disappomted God. God was even tempted to
forget about his experience with human bemgs during the tune ofNoah (Gen. 6: 5-6). Yet
God reahzed that he could not make human beings hve the way they should. He could
only suffer with us. Dorothy Sayers writes: "For whatever reason God chose to make
man as He is �limited and suffering and subject to sorrows� He has the courage to take
his own medicine." We know that as long as sin, death and suffering exist God wiU
continue to suffer with us. The weight of this suffering we cannot hnagine (Wiersbe 92).
Still we often ask: Where is God anyway? Does he know I'm suffering? Does he
understand my pam? For mstance, someone asked "Whwe is God, anyway?" when they
saw a boy strugglmg on the gallows. From within Ehe Wiesel came the response, "God is
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here on the gaUows" (Emerson 162). Today God is present with the person who has
AIDS. Because Jesus has suffered, he understands our sufFering and can provide comfort
in our pain.
Suffering does not have the last word. God has the last word, though it may not be
until the world to come that God's wiU is accomphshed in its fiiUness. It wiU come as at
the first Easter mommg or his commg again, or ifwe die before that (which is hkely),
through the promise ofeternal hfe. We can look to a fiiture when God will wipe away all
tears (Rev. 7: 16) and this is set forth in the comprehensive texts of a new heaven and a
new earth (cf 21 : 1) where "all thmgswill be new" (Rev. 21:5). The words ofMother
Teresa remind us:
Remember that the passion ofChrist always ends m the joy of the resurrection.
So when you feel m your heart the suffering ofChrist, remember the resurrection
has to come-the joy ofEaster to dawn. Never let anythmg so fiU you with sorrow as
to make you forget the joy of the risen Lord (Spuik 63).
A Theology of Sexuality
One ofthe tragedies ofChristian history is the divorce of sexuality from spirituahty.
However Donald Goergen writes: "Sexuahty and sphituality are not enemies, but
fiiends." The Bible provides several windows into sexuahty. In the first chapter of
Genesis we have a brief, yet marvelous, comment on the meanmg ofhuman sexuality.
God sums up his creation of the world and humanity by stating that it is "good."
Therefore the material world is not mherently evil, but good.
Human bemgs are the apex ofGod's creation. We note how closely related our human
sexuahty is to the imago Dei: "So God created man m his own hnage, in the image of
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God he created him; male and female he created them" (Gen. 1: 27). Our maleness and
femaleness are somehow related to our creation m the hnage ofGod.
Karl Barth was the first major theologian to help us see the unplications of this
confession that human sexuahty is grounded in the imago Dei (Foster 91). He helped us
understand that relationship is at the heart ofwhat rt means to be "m the unage ofGod"
and that the relationship between male and female is the human expression ofour
relationship with God (Foster 92).
The confession of covenant fidehty set the pattern for a mature marriage: "Therefore a
man leaves his father and his mother and cleaves to his wife, and they become one flesh"
(Gen. 2: 24). All behevers �whether male or female, whether smgle, married, divorced,
widowed or remarried�are called to fidelity in their sexual relationships. We celebrate the
fact we are sexual beings with needs for tenderness and compassion, love and fiiendship.
We know that to make a person sexless is to dehumanize the person. Our God-created
nature is as sexual beings.
Fidelity means loyalty to our calhng. Some are caUed to the single Ufe. When that call
is given by God and is confirmed in the commtmity of faith, then the disciple ofChrist can
rest contented m this provision ofGod's grace (Foster 150). The beUeving conununity
welcomes this caUmg without mnuendoes about faUure to find a mate. Others are caUed
to marriage. We embrace their caUmg and seek to enhance their efforts to cuhivate a
strong marriage and famUy.
Fidehty means du-ecting genital sex mto a God-given channel m the covenant of
marriage. Sex is for marriage. Promiscuity and aduhery are not God's pattern for human
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sexuality (Foster 151). The Hebrew word for mtercourse means "to know." The Biblical
writers understood that m sexual mtercourse a special kmd ofknowledge was conveyed, a
special kind ofmthnacy came mto being. This reality is caUed, "one flesh" which is why
God reserves sexual intercourse for marriage (Foster 1 1 8).
Marriage is a gift from God. Jesus states in Matthew 19: 6, "So they are no longer two
but one. What therefore God has joined together, let no man put asunder." And the
apostle Paul declares that marriage reflects Christ and his Church (Ephes. 5: 21-32)
(Foster 134).
We are fast approachmg the day, however, when single people will outnumber married.
This includes people who have never married, the divorced, the widowed and others. We
must recognize that smgle people have sexual needs. The single person's sexuality is
expressed m his or her capacity to love and to be loved. Not aU experiences ofmthnacy
should eventuate in marriage or m genhal sex. But ultimate, non-sexual relationships with
others aUow smgle persons to have theu- emotional needs met. Indeed the single person's
sexuality is expressed m the need to experience emotional ftilfiUment. The decision to
refrain from genital sex until marriage is not a decision to be emotionally unftilflUed.
Warm, satisfymg relationships are legitimate ways for smgle people to express theu-
sexu^ty. These fiiendships provide an emotional framework of support and
understanding for smgle persons (Foster 115).
However the smgle person's sexuality is also expressed hi leamuig to accept and
control his or her sexual feelmgs. Sexual intercourse creates a mysterious "one flesh"
bond. Paul writes in I Corinthians 6: "Do you not know that he who joms hunself to a
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prostitute becomes one body with her? For, as it is written, "The two become one flesh."
Derrick Bailey adds, "Sexual intercourse is an act of the whole seh"which affects the
whole self; it is a personal encounter between man and woman in which each does
something to the other, for good or for iU, which can never be obhterated" (Foster 1 1 7).
This remams true even when persons are ignorant of the radical nature of their act (Foster
118).
In deahng with topics ofaduhery (Matt. 5: 27-28) and divorce (Matt. 19: 4-6; also
Mark 10: 2-9), Jesus draws upon an unchallenged presupposition for his hfe and for his
foUowers, mcludmg his Pharisee antagonist, that heterosexual marriage is normative:
He answered, "Have you not read that the one who made them
from the beginning 'made them male and female' and said "For
this reason a man shaU leave his father and mother and be jomed
to his wife and the two become one flesh?" (Matt. 19: 4-5).
The only alternative Jesus offers to heterosexual marriage is cehbacy or making oneself a
"eunuch" for the Kmgdom (Matt. 19: 12; see also Paul in I Cor. 7: 27) (Mickey 62).
Wilhams observes that m the period when the Gospels were written, Sodom and
Gomorrah symbohzed coldness ofheart and spiritual arrogance regardmg the power and
the judgment ofGod. However by the tune of the Dispersion (AD. 64), when the Jews
were confronted by Hellenistic homosexuality, Jewish Uterature employs Sodom and
Gomorrah as notorious for their sexual misconduct.
In the gospels conventional Jewish piety and marital law are sunply assumed to apply:
"Therefore a man leaves his father and mother and chngs to his wife, and they become one
flesh" (Gen. 2: 24). Heterosexual marriage is the paradigm. Jewish laws regardmg
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aduhery apphed equally to the Christian in the formation ofmarital ethics in the New
Testament.
Homosexuahty is not exphcitly mentioned m the Gospels, but the continuity of the Old
and New Testament on this matter is a theological assumption held by Jesus and shared by
the gospel writers and then- audience (Mickey 63). Nonetheless a significant portion of
society today holds the behef that homosexuality is a normal form of sexual behavior
different fi-om, but equal to, that ofheterosexuahty. Many religious leaders, pubhc
oflScials, educators, social and mental health agencies includmg those at the highest level
ofgovernment, departments ofpsychiatry and psychology, and mental health chnics-have
been taken in by a wide-spread equalharianism and by accusations ofbeing undemocratic
or prejudiced if they do not accept certain assertions.
The revolutionary change in our sexual mores and customs is reflected in a single act of
considerable consequence: the removal of homosexuahty from the category of aberrance
by the American Psychiatric Association m 1973 (Socarides 19). Dr. Charles W.
Socarides, clmical professor of psychiatry at Albert Einstein CoUege ofMedicine, decries
the consequences of this decision. Fh^t he argues that homosexuahty cannot create a
society or keep one gomg for very long. It operates against the cohesive elements of
society. Second, confiision m sexual roles associated with homosexuality can undermine
society. However the male-female design can be taught to the child from bulh and is also
cultur^y mgrained through the marital order. Thus the male-female design is perpetually
maintained (Socarides 21).
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A Theology ofMinistry
AIDS challenges the church to express compassion to those whose hfestyle may be
incompatible with Christian teachmg. We must determine the nature of our ministry. WiU
we simply offer comfort, acceptance, and understanding? WiU we deal with the deeper
issues of salvation and wholeness? WiU we offer a slice of bread without the Bread of
Life? WiU we seek spiritual or emotional heahng and neglect the ministry of physical
heahng? These are not easy issues and yet they are mescapable. Someday AIDS will
touch our hves. Already it touches the hves ofmiUions.
Accordmg to the Gospel of Luke (4: 16-21), Jesus identified hunself and his mmistry
with that of the servant Lord; the one who Isaiah teUs us was sent to bring good tiduigs to
the afflicted; to bring hope to the brokenhearted; to proclaun liberty to the captives; to
comfort aU who mourn; to give them the oU of gladness, and the mantle of praise mstead
of a faint spuit (Isaiah 61: 1-3).
No doubt the gospel, entrusted to the church as the body of Christ, is a gospel of
wholeness that caUs us to a mmistry of healing; a ministry which understands healing not
only m physiological terms but as wholeness of mental, physical, spiritual, relational and
social being. As United Methodists we confess that the God known in Jesus Christ is the
One who "makes all things new," who promises to redeem past failures and who sends an
empowering Spuit to support us when we seek to enact the divine wiU (Faithful Witness
on Today 's Issues 3).
The pastor has both a prophetic and priestly role in the AIDS mmistry. Thomas Oden
m his book. Pastoral Theology, gives sound fimdamental principles on the prophetic and
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priestly role of the pastor. A ministry of the word and sacrament unites the two ofBces of
the older Hebraic tradition. The differences between these two oflBces are that the prophet
spoke for God to the people and the priest spoke for the people to God. How, then,
might a pastor relate these roles to an AIDS ministry? The prophetic office provides
religious insight, mstruction, exegesis and proclamation of the word. A prophet confronts
the challenge ofAIDS ministry not by denying hs realhies or remaining silent. A prophet
also instructs the congregation about how the word of God speaks to the issues AIDS
raises, suffering, heahng, morahty and forgiveness. Our mstruction includes Bible studies
for the congregation and training for AIDS care teams. But h also includes preaching
messages which tie together AIDS issues and the scriptures. What does God's word say
to AIDS patients and their famiUes? What does it say to ministry of the laity? These are
questions our sermons can address.
The priestly office usuaUy brings to mind the unages of a hstening ear, sympathetic
heart or mteUigent teacher. The pastor undertakes these tasks at certain times, but
through them all seeks to uphold the heart of the priestly office, hrterpreting humanity to
God, holding up the human condition before God m prayer. Therefore one of the key
roles of the priest is empathetic prayer with and for the conraiunity of faith. We are
intercessors and committed to equippmg other intercessors too. The priestly role of
ministry of the sacraments is an opportunity for repentance, forgiveness and new hfe. The
act of communion can be an experience of heahng for a person alienated from God and
seeking forgiveness.
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The prophetic and priestly roles are complementary. As there was complementarity
between Moses and Aaron in the formative period of Hebrew rehgion, so did later
prophets hke Amos and Isaiah make the pathways for the priestly tradition that Ezra,
Nehemiah and others mamtamed. Similarly, in the New Testament the elements of
proclamation and maintenance of tradition are complementary, as is evident in I
Corinthians 15. The scriptures thus reherate the need for balance m the roles of priest and
prophet (Oden 86).
The question one ponders in the midst of this epidemic is: What is the nature and
mission of the church m hs ministry? In such tunes as these, churches are caUed to
participate m the continuing work of creation and redemption so that there may be a clear
and convincmg sign ofGod's presence for people to see and foUow. This is termed the
prophetic fimction ofGod's people. The task of watchmg for and announcmg the signs
that God is present and active in the worid was taken up at various times by the prophets,
sung in the psahns and prayed over by the devout m Israel (for example, see Ps. 130; Isa.
21: 6fF., 52: 8-10; 62: 6-12; Jer. 4: 16; 6: 17; 31: 6. Also Mark 13: 32 flf.; Luke 2: 25; 12:
35 flf.) (Shelp and Sunderland, Handle With Care 30).
The New Testament uses many images to describe the nature and mission of the
church. One significant unage is the body of Christ (I Cor 12, Eph. 4). When we refer to
the church as the body ofChrist, the first and most obvious implication is that Christ is the
head of the church. The early Christian's first credal formulation was "Jesus is Lord"
(Rom: 9; I Cor. 12: 3; Phil. 2: 1 1). The nature of our mission is determined by Christ who
is the head and by his gospel. We discover m I Corinthians 12 and Ephesians 4 that the
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concept of the church as the body of Christ with its various divisions and parts has unity
and meaning solely because Christ is the head of the body. AU other parts are subservient
to the head (Lingren 44).
Another related figure of speech refers to Christ as the vine and is used in John's
gospel to indicate the utter dependence of Jesus' foUowers upon him. It also bears other
mterestmg simUarities to the concept of the church as the body of Christ. It is clear in
John 12: 4-5a that the source of Ufe of the branches is in the vine, and if cut off from the
vine, the branch dies. The emphasis is unmistakably clear that Christ is the source of hfe
for Christian disciples (Lmgren 45). Leshe Newbigin observes that the church "derives hs
character not fi-om its membership but fi-om hs Head, not from those who join h but from
Him who caUs it mto being" (Lmgren 46).
The metaphor of the church as the body of Christ also impUes unity. Paul alludes to
the body with its varied functions and separate parts not to call attention to the diversity
found within body, but rather to emphasize corporate unity (I Cor. 12). The
hrterrelatedness of the parts of the body is also pomted out by illustrating how every
mdividual part is necessary for the body to function properly; so we aU suffer when one
Sanctions hnproperly. It is the same with the church. 'The eye cannot say to the hand, 'I
have no need of you,' nor again the head to the feet, 'I have no need of you.'" "If one
member suffers, aU suffer together, if one member is honored, aU rejoice together." "Now
you are the body of Christ and individuaUy members of it" (I Cor. 12: 21, 26-27). The
imphcations of this figure often appear m the pages of the New Testament: (1) All gifts or
talents are from God, gifts ofone sprnt; (2) AU are to be used m serving Christ; (3) All are
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to be used for the common good (I Cor. 12: 4-7; also Eph. 4: 1 1-13). Also to refer to the
church as the body of Christ is to imply that it is the body (mstrument or agency) through
which the Spirit of the hving Christ contmues to work (Lmgren 48). In this sense the
church is the mcamation of Christ. Therefore the church must take seriously hs
responsibihty as a servant and foUow the model ofChrist (Phil. 2: 5-13).
The church, then, is not static, but a living organism. It is the body of the resurrected
living Christ who continues to speak and act (Lmgren 52). Whhin this living organism is
a feUowship of redemptive love. Christianity is concerned with relationships: God's
relationship with human beings; the relationship of human beings to God; human beings'
relationships with each other. These relationships mvolve givmg and receiving love.
Christianity is God's self-gjvmg love as seen m Christ expressmg hself in the hfe of the
church (Lingren 53). Richard Niebuhr concludes, "No substitute can be found for the
definition of the goal of the church as in the mcrease among men of the love of God and
neighbor" (Lingren 54). Jesus caUed his disciples to express this love of God through
their love for one another (John 13: 35). This love can be expressed in a hfe of service
both as an mdividual Christian and as a church community (Lingren 55). A triple ministry
occurs when the church actually becomes a fellowship of redemptive love: (1) Church
members strengthen one another's faith; (2) The unity of the fellowship enables the church
to be a ministering community to the world; and (3) Each person is strengthened to be a
witness as he or she goes about daily tasks or his/her vocation. A fellowship is redemptive
when the love ofGod and neighbor is mcreased through it (Lmgren 56).
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The 1988 United Methodist General Conference Resolution on "AIDS and the Heahng
Ministry of the Church" calls on churches to be "places of openness and caring for persons
with AIDS (PWAs) and their loved ones." It urges congregations to:
?Develop AIDS ministries in consuhation or coUaboration with other community
groups.
*OfFer AIDS education with both a medical and theological perspective, touching on
the issues of death and dying and human sexuahty and recognizing people's ignorance and
fears.
?Provide pastoral care and counsehng to those affected by ADDS.
?Create other support services for PWAs (Persons with AIDS) and then- families
Also the church as a whole is called to support AIDS prevention education in church
and society, advocate policies protectmg the civil rights of PWAs and persons with HIV
and lobby for pubhc pohcies and resources for support services and research.
Furthermore, the resolution supports the right of infected children or aduhs to attend
school or work for as long as they are able. "The Gospel chaUenges us to respond with
compassion that seeks to enable the physical and spuitual wholeness God intends in the
lives ofpersons affected with AIDS," the resolution declares (Bloom 17).
In an article m Christian Century, Ronald J. Sider speaks to the church's role in the
ADDS crisis. He advocates four essential tasks for the church. Ftfst, the church needs to
set an example by not fearing casual contact with homosexuals (or any AIDS patient) in its
ministries, since casual contact does not spread HIV/AIDS. Second, Sider suggests that
the church needs to be du^ectly and actively mvolved m pastoral counsehng services and
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other forms of ministry. The church should and can provide ministry to the PWAs and
their famihes. Congregations can organize teams of lay persons who help with social,
emotional, spuitual and physical chaUenges posed by PWAs. A third way, suggests Sider,
is education. He points out that the church is a trusted institution within the community
and should engage in an educational role. The church also responds with words of
scripture that deal with suffering, human sexuahty and heahng. Currently no vaccme for
AIDS exists. Therefore the educational ministry of the church looms all-important. One
role of educational ministry is sharing information about the medical and epidemiological
problem of AIDS. ADDS can be prevented and we can play a role in this prevention.
Fourth, Sider beheves the church needs to contmue theological reflection on the issue of
AIDS (Mickey 108). Sider comments, 'Those four pomts only take three minutes to
articulate, to incarnate takes a hfetune" (Mick^ 106).
But now the question is: How do we develop an AIDS ministry? What is hs context
for ministry? The church is an ideal context for a heahng ministry because of the ministry
of all behevers. We can be channels through which healmg power flows. The Rev. Dr.
Alfred W. Price, longtune mtemational leader in the church's heahng mmistry, reminds us
that Jesus Christ always spoke to human bemgs as entu-e persons. He was careful not to
distmguish between moral and physical states. The redemption he preached is of the
whole person�body, soul and spuit (Stanger 59). Therefore we see the possibUities for a
healing ministry of mind, body and soial. Often Christians lack an adequate theology of
healing.
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The Gospels present Jesus as a healer. He instructs his apostles to heal the sick (Matt.
10: 1; 8; Luke 9: If; 10: 9). The primhive church continued to do so in his name (Acts 3:
1-10; 4: 30; 5: 14-16; 28: 8f; I Corinthians 12: 9, 28, 30; cf Mark 16: 18). The letter of
James speaks ofanointmg the sick which accompanies prayer by the elders (5: 14-16).
The Orthodox and Cathohc churches practice a sacramental unction of the sick;
Pentecostals and others pray for sick persons with the laying on ofhands; aU churches
mclude the sick m theu- mtercessions. Two pomts of soteriologicai and christological
importance may be made here. Fhst, the gospel sees sickness as a sign of the human
predicament, and heahng as a sign of salvation. In any given context, the Greek verb
"5ozo" may carry resonance ofboth 'to heal' and 'to save.' Eschatological salvation can
be presented as heahng of the nations (Revelation 22: 2) (Wamworth 76). Second,
although Jesus apparently considered the heahngs which he performed to be signs of the
messianic kingdom of salvation (Matthew II: 2-6), theu- performance was not restricted to
hunself; they constituted a pattern mto which his foUowers could actively enter. Hence the
early record ofhealings in the name of Jesus (eg. Acts 3: 6) and, also the continuing
sacramental and medical work ofthe Church. In hght of the significance with which
Christ mvested heahng, it is possible to read aU healmg, whatever the human
instrumentaUty, as a sign of the divine kmgdom, evidence ofGod at work to achieve his
salvificmtention ofhumanity (Wainworth 77). Salvation and wholeness are ultimately
related; you cannot separate them. One is reminded ofJesus' words in which he relates
"health" and "wholeness" and "salvation."
Heal the side. . . and say unto them, "The kmgdom ofGod is nigh upon them.
The kingdom ofGod is come nigh unto you" (Luke 10: 9. See also Matt. 10:
7-8).
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The bhnd receive their sight and the lame walk, the lepers are cleansed
and the deafhear, the dead are raised up, and the poor have the gospel
preached to them (Matthew 11:5).
Therefore we acknowledge that a relationship exists between salvation and wholeness
The distmguished philosopher Wilham E. Hockmg wrote:
Salvation means wholeness, dehverance from aU that mjures or mutilates or
hinders the growth of personahty. It means fiUlness of life, weU-being,
strength, power, blessedness, wealth, happmess, righteousness, joy and peace.
It is the complete penetration ofthe human by the divine (quoted in Stanger
58).
Theology and Practice ofMinistry
As a corporate body woricing through hs members, God's people are caUed to continue
the work of creation and redemption. One of the tasks mandated for us is to care for all
people, a task denoted by the Christian term "pastoral care." The healing process
mvolving redemption means awareness of the human crisis, rapid social change and the
human needs created by those factors. Our pastoral care is an active agent in the healing
process when we are sensitive to the changmg world and hs crisis situations.
Tunes ofhuman crisis and rapid social change focus attention upon many human needs,
but especiaUy:
a. the need for community, because of the lonehness ofpeople whose communities of
origin reject them, and they become lost in a fragmented society
b. the need for people to understand what is happening to them m the changing
pattems of family and society, and in the stmggle between competing values
c. the need for human dignity, freedom, and justice m a society riddled with
exploitation
Sweet-Richardson 64
d. the need to end racial and class discrimination, and pohtical and economic values
which marginalize the poor.
Two quahties required to discern the way in which God is at work are utter
dependence upon God, a constant senshive listening to [God] in [God's] Word and
prayer, and a thorough immersion in and identification with the suffering of the world"
(Shelp and Sunderland, Handle with Care 30-3 1). Since most ofus do not often meet
these requirements because of our isolation fi-om the worid, our first task is to overcome
this isolation. However our faith can lead us mto a closer relationship with each other as
the people ofGod. We are called into ministry with one another (Shelp and Sunderland,
Handle With Care 31).
Yet some questions remain unanswered. To what extent can the church let PWAs
participate in fellowship without endangering others? Do other parishioners have a right
to know who m the congregation has AIDS? What approach best bl�ids caution and
love?
MiUmgton Baptist church in Baskmg Ridge, New Jersey, a suburban congregation,
developed an AIDS pohcy when they sought to mmister to a family with AIDS (PendeU
and Sawy�- 94). Fh-st they considered the issues involved. One issue was confidentiaUty.
Did they have the right to reveal the identity of the person with AIDS and if so, to whom?
Fear was widespread. Pubhc disclosure might cost the AIDS sufferer his job. Also his
daughter might be removed fi-om her school and the family could experience social
ostracism.
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Second was the issue of the right to know. What was the church's obligation to others
who could conceivably be mfected? Many were convinced that the virus could be
transmitted by non-sexual contact. Third was the issue of truth. Can we separate the
truth, the rumors, and the unknowns of the AIDS epidemic? Unfortunately,
pronouncements from health care professionals do not necessarily remove aU the fears of
the lay people. Fourth was the issue of restrictions. The church then considered the
question ofwhether there were areas of church life that must be pronounced off limits for
this family. Uhimately the church imposed the foUowing restrictions:
1 . Aduhs who tested positive would not be aUowed to minister to children or handle
food.
2. Children under the ageof seven who had tested positive, or who hved in the home
of an infected aduh, would not be allowed to participate m the nursery or children's
activities. (The age of seven was chosen because the church feh that bodily functions
were well regulated by then, and the tendency to share food or to bite could be
controUed).
3. Toilet facilities would only be used in emergencies (Pendell and Sawyer 95).
These restrictions however (i.e. AIDS pohcy) left the family hurt and fiiistrated. They
left saymg: "We want to go where we are accepted."
Another church, Philadelphia, in hmer city Chicago was used to welcoming street
people and ah-eady had an active mmistry to homosexuals (PendeU and Sawyer 96).
When confronted by a family with AIDS, Pastor Dennis Sawyer reahzed the unmediate
need to develop an AIDS policy and the church decided to form one. The pastor did not
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disclose the names of those mfected with ADDS in the congregation in order that the
policy be based solely upon the known facts and not upon personalities, politics, or social
status.
Next the pastor recognized the need for a task force to educate the congregation. He
purchased copies ofConfrontingAIDS and gave one to each elder and member of the
congregation. Then permission was sought and granted to estabUsh a task force to draft
an AIDS policy and presented it to the congregation for approval (Pendell and Sawyer
98). Invitations were sent to individuals m the church who would likely have something to
contribute such as health professionals, counselors, writers, educators, former drug
abusers, and former homosexuals. Finally, an announcement appeared in the bulletin
inviting anyone interested in joining the task force (PendeU and Sawyer 99). Eventually
the task force finished its recommendations for an AIDS pohcy and the church formulated
the foUowing policy.
AIDS education: Proper education was developed to dispel fear, mstUl hope and
enhance ministry. The church committed to educatmg hself and the community regardmg
AIDS.
Premarriage testing: Individuals from high risk backgrounds are requu-ed to take a test
for AIDS and share those resuhs with theu- prospective partners (i.e. pastors are
authorized to require testmg at theu- own discretion).
Nursery. Children with symptoms ofUbiess are to remain with theu- aduh guardians.
Because children from buth until toilet tramed often share bottles and teethmg hnplements,
those in this category who tested positive for the AIDS vuiis or antibodies are to remain
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with theu- aduh guardians even though the hkehhood of transmission is neghgible. Older
children testmg positive are encouraged to participate fiilly m church activities.
Kitchenpolicies/foodpreparation. All individuals who work dh-ectly with food
preparation and serving must remove themselves from such tasks when there is physical
evidence of illness or exposed lesions. Individuals who test positive for the AIDS virus
but do not evidence any symptoms of illness wiU be aUowed to assist with food
preparation and service.
Confidentiality. As m ah personal matters, confidentiahty will be maintained by aU
staff and lay members of the congregation (PendeU and Sawyer 98).
The policies developed by the MUlington Baptist Church and PhUadelphia Church
reveal the ambiguities of the AIDS issue. The policy statement of the MiUington Baptist
Church was defined by fear and misunderstandmg concerning the transmission of the
AIDS vuxis. On the other hand, the Philadelphia Church AIDS pohcy was more defined
by compassion and accurate information on the transmission ofAIDS. Because each
church is unique m its constituency and geography, each church's AIDS statem^it wiU be
different. Nonetheless h is unportant to recognize that our response to AIDS will define
us as a church both mdividually and coUectively. The AIDS crisis is an opportunity to
model Jesus' words: "I was a stranger and you mvited me m...I was sick and you looked
after me. . . I teU you the truth, whatever you did for one of the least of these brothers of
mme, you did h for me" (Matt. 25: 35-40) (PendeU and Sawyer 99).
After developmg an AIDS policy, a church may wish to explore the possibUities of
begummg an AIDS ministry. One ofthe ways to mitiate an AIDS ministry m the local
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church is to develop AIDS CARE TEAMS which would provide the much needed
ministry to mdividuals with AIDS. The United Methodist Church supports this idea. The
Book ofResolutions 1992 created the foUowmg statement enthled Care-Giving Teamsfor
Persons with AIDS:
WHEREAS, AIDS has emerged in epidemic proportions hi the United States and m
the world; and
WHEREAS, AIDS is being transmitted more and more through contaminated needles
used to mject drugs; and
WHEREAS, recent statistics indicate that black Americans are being
disproportionately infected and that cultural needs are not bemg adequately addressed; and
WHEREAS, current mformation often does not reach black communities;
Therefore, be it resolved, that each local church be encouraged to estabhsh care-grving
teams which will be trained to minister specificaUy to persons with AIDS and then-
&niiUes, givmg particular attention to those communities where needs are not being
addressed; and
Be itfurther resolved, that usmg materials from general Church agencies, these teams
would be trained to provide AIDS education m churches and communities {Faithful
Witness on Today's Issues: AIDS 14).
Also m the context ofa church support group, persons with AIDS and others suftenng
with illness can engage in activities which enhance their wellness m hohstic fashion. They
can be encouraged to:
1 . Discover a source ofhealmg and wellness m the Bible and m theu" faith tradition.
God allows one to participate hi weUness through mcorporatuig faith and modify
ing lifestyle.
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2. Improve mind^ody/spirit unity through prayer. Improve mterpersonal/
mtrapersonal relationships with family and fiiends.
3. Discuss feasible theological approaches to iUness. Understanduig of ilhiess
needs to be based on consistent theological principles.
4. Make better fiiends with his or her body, learning to respect and care for this aspect
of self
5. Be attentive to appropriate hfestyle. Enhance better health mentally,
physicaUy and spiritually.
6. Begm to move toward health. Use creative unaguig for activatmg the unmune system
and the powerfiil self-heahng �iergies ofone's body.
7. Experience regularly the heahng power of laughter. Laughter is good medicine.
8. Share his or her pilgrimage toward welhiess with others. WeUness can be contagious.
(Menz 16-17)
The CARE TEAMS need a strong theological orientation about suffering so that they
can respond sensitively and compassionately to each AIDS sufferer. IUness can lead to
faulty understanduig ofGod's grace and love. In Richard Dayringer's bookPastor and
Patient, Dayringer and Eugene MendenhaU selected sfacty-two verbatuns fi-om their
students. On the basis of theu- analysis of the verbatims, they identified six faulty and six
feasible theological imphcations ofUlness which are prevalent m society. The faulty
theological hnphcations were: (1) God doesn't know me, (2) God is disciplming me, (3)
God let me down, (4) God is mad at me, (5) my faith is gone, (6) ifGod wiU heal me, I
wiU serve hun (Menz 10). The feasible theological hnphcations were identified as: (1)
God knows and cares about my sickness, (2) God wiU help me through this, (3) I had
somethmg to do with gettmg sick, (4) I can learn something unportant through this ilhiess,
(5) God enables me to endure more paui than I thought I could, (6) I wUl never give up
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hope. Dayringer noted that anger was usuaUy the emotion that underlmed all the faulty
theological concepts whereas the behefm God shone through the feasible ones. Therefore
we see the value of sound theology to help sufferers deal with then- iUnesses. Proper
understanding and theology of ilhiess can help minimize faulty theologies understandings
about God (Menz 11)
ADDS sufferers need to come to terms with theu- own death and the process ofdying.
Medical experts teU us that no one dies from AIDS hselfbut from an opportunistic
unmune disease system. When a doctor teUs a person that she or he has AIDS, sooner or
later the patient knows that he or she wiU die. In her work. Dr. Ehsabeth Kubler-Ross
identified five attitudes of dymg persons. These attitudes are smular but not the same as
the stages of the grievuig process. A person may not foUow these attitudes (phases) ui
this given order but h is helpful for us to understand the phases dymg persons go through.
Hynson develops the Kubler-Ross hst of these attitudes as:
(1) Denial: A reaction that says "Not me!" and is common among those who learn that
they have a disease that wiU resuh hi their death.
(2) Anger: For the person with AIDS, anger is everywhere. Feehngs of rage are du-ected
toward God. There is a general feehng ofanger that others wiU remam healthy and the
person with AIDS wiU die (Hynson 21).
(3) Bargaining: The person accepts the facts about the Uhiess and death but attempts to
bargain, usuaUy with God, for more tune.
(4) Depression: With this attitude, one mourns thuigs done, mistakes made, and wrongs
committed. Here the dying person begms to prepare for death.
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(5) Acceptance: This final attitude is marked first by a sense of "It's all right" and seems
to indicate that the person has made peace with others, self, and God (Hynson 22).
In the preface to The Problem ofPain, C.S. Lewis humbly states that all he has to offer
his readers is the conviction "that when pam is to be borne, a little courage helps more
than much knovsdedge, a httle human sympathy more than much courage and the least
tmcture of the love ofGod more than all" (quoted m Fortunato 116). God's love can
then help the ADDS sufferer face the reahty of death. For many sufferers there is actuaUy
the specter of two deaths. Fh-st, the possible 'death' of commg out and the facing ofhis
or her homosexuahty (and for some, theu- bisexuahty) with all the shame, guilt, and the
rejection by society and the Church. This situation also strikes those who engaged hi
promiscuous sexual behavior and contracted AIDS. Secondly, he or she has to come to
terms with impendmg physical and mental disabiUty leading to death and the manner of
his or her death when this takes place. In adchtion the mfected person focuses on three
major fears: loneliness, pam and a feehng ofuselessness. Those who are antibody
positive need to know that they will not be abandon^ or rejected. Similarly those who
are dymg need the constant assurance that they will die with the dignity ofbemg loved,
supported and surrounded by the most unportant people in their hves. The Christian
response to this crisis ofmfection m aU hs stages should not be judgmental and/or fearfiil
but compassionate, remembering that every sufferer is Jesus m disguise (Kkkpatrick 3).
In his book. SisterDeath, O'KeUeyWhitaker remmds us that dymg people have four
major concerns: Fh-st, that they will die as free ofpam as possible. Second, that they wiU
die with dignity and not grotesquely; third, that they will die with lovmg fiiends around
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them; and finally, that they wiU find some answer to the question, "What happens to me
when I die?" (quoted in Fortunato 116).
Death is a mystery. Those suffering fi-om AIDS experience the mystery ofdeath m
several ways. As a result of rejection, guih and shame, they experience the pam of
infection being made pubhc and the death of their place in the family or community.
Persons with AIDS also experience the sting of fear as they face the hkehhood of their
physical death. As we journey with persons hving and dymg with AIDS, we can create a
space of safety for them as they explore theu- questions about hfe and death and we can
assure them that they are persons ofworth and dignity as we surround them with God's
kindness and love (Hynson 22).
Caretaker Do's and Don't
Most people with AIDS can lead active hves for long periods of time. In fact, most of
the time persons with AIDS do not need hosphahzation. They often recover from AIDS-
related illnesses more quickly and comfortably at home with the support of fiiends and
loved ones. Also home care can hdp reduce the cost ofhospitalization. The foUowmg
suggestions are caretaker "do's" and don'ts."
Do wear gloves ifyou have contact with blood or blood-tinged body fluids. Ifyou clean
up articles soiled with urine, feces, or vomit, wear gloves to avoid other germs. If
disposable gloves are used, throw away after use. Household gloves can be reused if they
are cleaned and dismfected after each use.
Do wash your hands with soap and water after any contact with blood, even ifgloves are
worn.
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Do take the same precautions when vaginal secretions and semen are present.
If you have cuts, sores, or breaks on exposed skm, cover them with a bandage
Do handle medication needles carefiiUy.
Do not ignore your own needs. Arrange for backup help so you can have some free time.
Unless you take care ofyoursetfyou wiU not have the inner resources to take care ofthe
person with AIDS (Hynson 88)
Responses of the Churches to the AIDS Epidemic
The first crisis concemmg AIDS was reached by the summer of 1983. At that point it
became widely known that numerous people were dymg of the disease, that an unknown
germ or agent was hs cause, and the media Unked some of these deaths to blood
transfiisions. Donations to blood banks and confidence m the safety of the national blood
supply were both undermmed.
It was in this context that the first responses by rehgious groups to the AIDS crisis
were made. In May 1983, the National Council of Churches m the USA issued a
statement caOmg for mcreased fimdmg for AIDS research and mcreased pubhc education.
The United Church of Christ foUowed with sunilar resolutions several months later. The
Universal FeUowship of MetropoUtan Conununity Churches, whose membership is
predominately homosexual, held a general confer�ice m Toronto, Ontario that summer
and resolved that AIDS would be a priority issue for the feUowship at every level of hs
organization. Throughout the crisis, research was conducted woridwide. In the same
summer a coimection was discovered between AIDS and a virus known as HIV. By early
1984 it was weU estabhshed that AIDS could be transmitted through the exchange ofbody
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fluids includmg blood during transfusions, and semen during sexual intercourse. In the
spring of 1984, US Secretary of Health and Human Services, Margaret Heckler,
confirmed that HIV, also known as HTLV-III, was the agent responsible for the disease.
For Americans, Surgeon General C. Everett Koop's report became the benchmark m
the debate about ADDS outside the medical community. The General Board of Global
Ministries of the United Methodist Church reprinted the report and gave it wide
distribution mtemaUy and throughout the larger religious community (Melton xiv).
Whhe the report suggests a number ofmethods to reduce the possibihty of contracting
AIDS, it emphasized two ideas. Fh-st, mdividuals in high risk groups should use condoms
during sexual intercourse. Second, drug users should avoid unsterilized needles, especially
those previously used by another person.
In his report Surgeon General Koop tried to destroy unfounded fears including the
belief that AIDS could be contracted by casual contact with an mfected person. He also
delineated the present situation of homosexual men and those with the highest risk of
catching the disease, but stressed the undwlying disease as a total human problem. He
also suggested that heterosexuals, women, and children wiU constitute a much larger
proportion ofAIDS victhns m the next four years.
With the AIDS question more sharply focused, the major rehgious bodies of North
America moved to respond to the situation. Understanduig of the rehgious response to
the AIDS crisis is not possible without some reference to the debates which have occurred
on the issue ofhomosexuahty.
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As the homosexual community became mcreasmgly visible in the culture, members of
that community also began to voice their concerns within churches. Theu- undeniable
presence prompted new debates over the legitimacy of homosexuals in the church's
membership and ordained ministry.
For the most conservative churches, the re-exammation was brief and pointed.
According to theu- understanding of the Bible which serves as theu- authority and arbher
on all questions, sexual relationships outside marriage are sinfiil. AdditionaUy the Bible
specifically identified homosexuality as an abomination before God (much hke fornication
or adultery) and attempts within the secular community to leghimatize homosexuahty as
merely a variant hfestyle were perceived as a major component of the general moral
dechne of the culture. As with other sm, these churches hoped that through confession of
thek sm, forgiveness, and the grace of God, homosexuals would change their ways
(Melton xv).
Regardmg the issue ofhomosexuality, the United Methodist Church concluded, "we do
not condone this practice mcompatible with Christian teachmg." Most churches after
lengthy debates rejected the entrance of homosexuals into the ordained mmistry. At the
same tune these groups struggled to find a meanmgfiil approach to the problem m what is
termed a "pastoral context." In advocath^ this approach, church leaders were suggestmg
that while they disagree with the practice of homosexuahty, they stiU have a mmistry to all
people, mcluding homosexuals.
The major denommations have an organized homosexual caucus withm theu-
membership consistmg of practicmg homosexuals and then heterosexual supporters. For
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almost two decades homosexuality has been a live issue and church bodies have struggled
with what they see as ambiguities of that issue (Mehon xiv).
Almost all the statements on AIDS emphasize that it is not just a homosexual issue.
While the percentage of non-homosexud victims m America is smaU, it seems hkely to
grow. For example more attention has been given to the role of female prostitutes in
spreading the disease among heterosexuals. Additionally a greater emphasis has been
placed on AIDS's other victims, the fiiends and families ofAIDS patients. Many of them
are not homosexual but stiU suffer fi-om general confiision, bereavement for then- fiiends
and family members, and hostihty from a homophobic community. A few statements
mcluding the one issued by the Commission for Church m Society of the Evangehcal
Lutheran Church m America, have been designed to diminate any reference to
homosexuals at ah (Mehon xviu).
In 1985 the magnitude of the AIDS epidemic m the U.S. was beginning to dawn on
people m rehgious institutions. Shelp and Sunderland in an eariier article entitled, "ADDS
and the Church" Christian Century, September 11-18, 1985, addressed the religious
community regardmg hs failure to respond with urgency to the AIDS epidemic. They
claimed that personal tragedies and social failures had been ignored by individuals of faith
and by the church, that aU too often the response to the epidemic and those who bore hs
burden reflected a judgmental attitude and opmion that the disease is God's judgment on
smfiil people. They argued that the lack ofpastoral presence supportmg people broken by
AIDS reflected lack of knowledge about the disease and the necessity for mmistry it
generates. In caUmg for a compassionate response, they argued that AIDS raises certain
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basic issues for pastoral mmistry that are prophetic m nature and that the way in which the
church responded to the epidemic would chaUenge hs role m the community and hs
responsibility for society's poor and dispossessed.
Of course this argument rebounds upon us mdividuaUy as much as upon the church m
both hs local and denommational forms. Shelp and Sunderland asked themselves, "What
are we doing?" How are we personaUy to be disciples in the midst of the AIDS epidemic
in Houston? They then began to organize local clergy for education and selected friends
to provide hands-on, home-based hospice and other supportive ministries to people with
AIDS and their loved ones. These efforts resulted m the formation m January of 1986 of
what is now known as the AIDS Interfaith Council.
The AIDS Interfaith Council is an association of clergy and laity that provides
educational and service programs m response to the AIDS epidemic. Sponsored by the
Foundation for Interfaith Research and Ministry, the council offers congregation-based
care to people with AIDS and then- loved ones. By the end of 1986, six congregation-
based groups of volunteers known as Care Teams were in place and ninety people with
AIDS had received emotional, social, physical, and spiritual care. During 1987 five more
teams were added and by December 1988 the total reached nineteen with more than 300
laypeople mvolved. By July 1990, twenty-eight congregations had sponsored teams of
twenty-nme with over 500 members remammg active (the loss of nme teams and 150
volunteers had been due primarily to the geographical remoteness of these congregations
from patients concentrated in inner-city areas). Since the program's mception 577 people
with AIDS have received over 120,000 hours of hands-on care (of which 65,000 were
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totaled from 1989 to June 1990). The number of patients served represents 16 percent of
the diagnosed cases ofAIDS m Houston since 1986.
Ehxring a vish in May 1988, then Surgeon General C. Everett Koop summarized the
contribution of the interfaith foundation's Care Team program: "What you have done
here is absolutely tremendous....You're way ahead of the rest of the country. If h would
be possible to take what you have done to other parts of the country, we would see such
networks as you have here springing up aU over the land." This prediction is being
realized; the Houston Care Team program is a model for sunilar programs m New
Orleans, Dallas, San Antonio, Little Rock, Corpus Christi, Albuquerque, Sacramento,
Grand Rapids, Chapel Hill, Kansas City and other cities.
The support to persons with AIDS is very real and the program is an efficient means of
providing home-based care. By recruiting volunteers from rehgious communities, the
program draws upon a pool ofmotivated people ah"eady oriented to vishing the sick. The
Care Team surrounds a person with a group of committed volunteers, offering a broader
basis of support than buddy programs dependent on one-to-one relationships. Beyond
then assistance wrth household chores, transportation, and physical care. Care Team
volunteers become a sustaming presence hi the hves of people with AIDS, theu- famihes,
and theu- loved ones.
Care Team members know they are recruited by and accountable to then congregations
and theu- nunistries are extensions of the congregation's mmistry. Of equal importance is
the congregation's support of their activhy. Team members meet regularly as a group to
report theh" mdividual vishs with chents, to receive supervision, to participate m
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continuing education, and to develop a sense of group identity and cohesion. At the same
time the AIDS ministry provides parishioners with opportunities to minister to people m
need. They become mvolved with others in their church, living out then- faith according to
the model of Christ depicted m Luke's Gospel (4: 16-30; 7: 18-23). The counch's
interfaith network aUows the volunteer to feel part of a wider, more comprehensive
ministry, truly representative of "the one church."
The recognition by both congregation and individual team members that the Care Team
represents the church m ministry to people with AIDS has proved an important factor in
developing AIDS awareness in the conmiunity. The work ofCare Teams becomes a form
of conmiunity education for the general community; education about HIV/AIDS for high
risk people, education about perceived indifference to then condition by the religious
community (Dubose, Sutherland, Shelp 1136).
Abraham Herschel once said that the spuitual life is not a matter of acquuing new
mformation but of learning to see the world m a new way. The AIDS epidemic has
challenged God's people to acquire a new vision and understanduig of then identity and
mission. Although the church has begun to confront the epidemic, this is no tune for
complacency. Even as the church responds more vigorously to the disease, accepting a
leadership role m canng for the people touched by AIDS, the spread of the virus wiU
contmue to challenge the tone and dnection of pastoral mmistry as this epidemic spans a
second decade (Dubose, Shelp and Sunderland 1 135).
Retned Bishop Leontine T.C. KeUy of San Mateo, Cahfomia is devoting part of her
time to the AIDS crisis as president of the board of dnectors of the recently formed AIDS
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National Interfaith Network. In her opmion, the United Methodist Church still retams a
kmd ofa hands-off attitude about AIDS. Bishop Kelly says she is "particularly concerned
about churches in poor areas, where African-American and Hispanics have become a
larger number of those sufFering with AIDS because of the drug culture."
Despite the fact that AIDS is a global disease afFectmg aU people, fear of infection and
homophobia are major stumbhng blocks that prevent some people from addressmg the
crisis, accordmg to Bishop Kelly. "Jesus," she points out, "found no one ...untouchable.
That is a model for us" (Bloom 24).
One way to understand how the church is respondmg to the AIDS epidemic is to
examine the knowledge and attitudes ofhs members, two factors which help determine the
receptivity of the church to persons with AIDS. If the church is to be the body ofthe
resurrected Christ, then h has the responsibility to flilfiU His mmistry ofhealing and
compassion. A greater understanding of the facts about AIDS and a more compassionate
attitude toward persons with AIDS wiU enable the church to better fulfill this mission.
Chapter three outlines the research design of the study which focused on the knowledge
and attitudes ofmdividuals and a group toward PWA's. A study of the changes \^diich
occurred foUowmg the intervention of a sermon series might enable the church to develop
a more effective ministry to PWA's.
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CHAPTER 3
Procedure
The Problem and Purpose of the Study
This dissertation was designed to determme what changes occur in individuals and a
group, based on survey resuhs, who attended a six week sermon series on AIDS. Little
mformation currently exists on the attitudes and knowledge ofchurch members about
AIDS. Therefore an instrument designed to measure the attitudes and knowledge of
church members about ADDS could prove valuable. Fnst, such an mstrument could
determme the feasibihty of an AIDS ministry m a local church based on the results of the
survey. Secondly, the mstrument, ifadministered as a pre-test and post-test could
measure change in the attitudes and knowledge of church members about AIDS.
Attitudes toward AIDS, according to Ross in an article entitled "Components and
Structure ofAttitudes toward ADDS," are based on a range ofperceptions ofthe disease.
These perceptions of the disease range from seeing h as punishment for hnmorality
through bemg a resuh of sexual promiscuity, from being a symbol ofmoral decay to bemg
just another viral mfection. Ross identified eleven specific ofattitudes toward AIDS,
some ofwhich are knowledge based. They are: (a) fear ofdeath; (b) homonegative
opinions; (c) concerns about unknown vectors (possible characteristics of the disease
about which medical science is unaware); (d) association ofAIDS with sex; (e) behefs in
social conservatism; (f) associations ofAIDS with mmority groups; (g) behefs about
AIDS as punishment; (h) behefs about cont^ousness; (i) views about practices associated
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with infection; (j) concerns about lack of treatment; and (k) opmions about the fiiture
spread ofAIDS (Ross 1306-1308).
Smce our attitudes may be knowledge based we can see how one's knowledge about
AIDS could negatively or posrtively affect attitudes. Attitudes about AIDS could impact
an mdividual' s receptivity to AIDS mmistry in the local church. Secondly, if these
attitudes are knowledge based, a sermon series could affect the attitudes. This would
seem particularly true if the sermons focused on the theology ofsexuahty, suffering, lay
mmistry and the epidemiology ofAIDS. However, h is stiU pure speculation at this point
to assume that an increase m knowledge could create a more positive attitude toward
AIDS. Nonetheless it is a pomt worthy of consideration.
The purpose of the study, then, was to utihze a six week sermon series and a survey,
with the goal of determining what changes occur m mdividuals and the group based on the
preachmg intervention, revealed m the questiormaire resuhs. The goal was to effect a
positive change in attitude and an increase ofknowledge about AIDS among the
individuals and the group m the study.
Research and Operational Questions
This dissertation/project was based on the hypothesis that a six week sermon series
focused on theology and epidemiology could change the attitude and knowledge toward
AIDS of aduhs who attended the series.
This hypotheses leads to several research and operational questions.
1 . What is the level ofknowledge of the subjects toward AIDS prior to the sbc week
sermon series and subsequent to the sermon series?
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2. What are the attitudes of the subjects about AIDS prior to the sermon series and
subsequent to the sermon series?
3. Are there personal characteristics (i.e. gender, age, education) associated with the
observed changes m the level ofknowledge and attitudes of the subjects subsequent to the
sermon series?
4. What was the relationship between the group's answers on the knowledge and
attitude questions and their response to the sermon series?
Design of the Study
The plan for collection ofdata for this study covered the various areas of subject
selection; the population and sample; mstruments used m the study; rehabihty and vahdity
of the instruments; coUection of the data; independent and dependent variables;
mterpretation ofthe data. The design is stated m the pages that foUow.
Population and Sample
Mt. Zion United Methodist Church is a small, rural church located m Clark County,
Kentucky. The church is approximately five miles fi-om the city ofWinchester, Kentucky.
Mt. Zion United Methodist Church was formed around 1807 as part ofthe Hhikston
Cncuit, which embraced the present Kentucky counties ofClark, Montgomery, Bath and
adjacent territory {150 Years ofService, Mt. Zion UnitedMethodist Church 2). The first
permanent buildmg was erected in 1820. The present building, erected in 1973, is ten
thousand square feet (8). "The church is designed m the form of a cross, servmg as a
constant remmder to ah that the price our Lord paid on the cross was great one" (9). The
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church was predommately served by student pastors untU 1971, but smce then, Mt. Zion
has been served by fuU-thne pastors (7).
The population of this study is the membership ofMt. Zion United Methodist Church
which is two-hundred and sbcty-two. The average worship attendance on Sunday morning
is eighty-five at the 1 1 a.m. service. The sample is the fifty-one aduhs who completed the
pre-test and the fifty aduhs who completed the post-test. Because ofmactive member
status, hving out-of-town, hvmg out-of-state, bemg a student away from home, being
under age eighteen, hvmg m a nursing home, bemg a shut-in at home, several mdividuals
were ehminated from the population pool. However every member was invhed to attend
the sermon series m bulletm and newsletter announcements. These announcements were
made one month prior to the sermon series.
Instrumentation
Twenty-five questions were used in the pre-test survey and thirty questions were used
in the post-test. The researcher designed survey used m this project mcluded: portions of
the AIDS knowledge and attitudes subsection of the 1992 National Health Survey (NHIS)
developed by the National Center for Health Statistics and sections developed by the
researcher. The researcher designed sections were on the transmission ofAIDS, attitudes
and post-test sermon response. The NHIS instrument was utihzed for the first tune m
1987 to evaluate the U.S. adult population's knowledge and attitudes toward AIDS. The
NHIS mstrument was used m this study to measure the knowledge of the subjects.
The National Health Interview Survey (NHIS) is a continuous cross-sectional
household interview survey. Each week a probabihty sample ofthe civilian
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noninstitutionahzed population residmg in the United States is interviewed by personnel of
the U.S. Bureau ofthe Census to obtain mformation on the health and other
characteristics of the household. Information on special health topics is coUected from a
sample ofhousehold members.
The 1992 National Health Interview Survey ofAIDS Knowledge and Attitudes was
asked ofone randomly chosen aduh eighteen years of age or over m each family. The
AIDS portion of the 1992 NHIS was admmistered in one-halfof sample households; thus
estimates m the 1992 report are based on completed mterviews with 20,974 individuals.
In 1992, the response rate to the basic core NHIS core questionnaire was 95.7 percent; for
the NHIS AIDS supplement it was 86.9 percent. Therefore the overaU response rate to
the 1992 AIDS survey was 83 .2 percent.
The NHIS survey instrument was developed to provide a basehne estunate ofpublic
knowledge and attitudes about AIDS transmission and prevention as weU as to measure
changes m attitudes and knowledge over the course of time. The mformation obtained
from the questionnaire was also utihzed for the planning and development of ADDS
educational campaigns and the evaluation ofmajor educational efforts (Hardy, Marsh and
Schoebom 15). The NHIS AIDS questionnaire has been developed by NCHS and an
interagency Task Force created by the Public Health Service Health Data Policy
Committee (Hardy, Marsh and Schoebom 1).
The NHIS mstrument mcludes hems on self-assessment of knowledge about AIDS,
self-assessment of chances ofgettmg the vmxs, primary source(s) ofmformation about
AIDS, and recent experience with blood donation. This study will utilize mformation
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obtained from the knowledge based questions. The first twelve questions in the survey
were fix>m the 1992 NHIS mstrument.
The other twelve questions m the knowledge section (13A-L) in the survey were the
researcher designed questions concemmg scientifically verified and non-verified modes of
transmission of the disease. The NHIS did not have this section and the researcher feh h
was needed to strengthen the study. An additional section of twelve attitude based
questions (Q14-26) was designed by the researcher to measure attitudes. The post-test
survey mcluded five additional questions related to the sermon series (Q26-30). This
section had a five-point Likert-like scale.
The survey was developed with such important considerations as: the anonymity ofthe
participants; confidentiahty; the context of a church settmg; the language/culture of a mral
setting. To offer content vahdity, the researcher designs! questions were based on
estabUshed theory from the review ofUterature. The questions used from the NHIS
instmment derived their content vahdity from research conducted by the NCHS and the
mteragency Task Force of the Pubhc Health Service Heahh Data PoUcy Committee.
In addition to the combmation of the mstruments, the minor changes in the areas of
demographics and attitudes m the final mstrument made h more apphcable to a mral,
church setting. A pilot study of the mstrument was admmistered m a sunUar church
setting.
Sk Week Sermon Series
The six week sermon series was a summer series which focused on the love ofChrist.
The title of this series was "Lovmg the Jesus Way." The focus of this series was the self-
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destructive role of sm in our hves and the healmg power ofChrist's love. The series dealt
with such topics as sin, suffering, compassion and AIDS. The scriptural text, theological
theme, and specific information on the disease m each sermon were mtended to contribute
to change within the individuals and the group. The purpose of this sermon series was to
mcrease accurate knowledge about AIDS and to change attitudes m the du-ection of
increased openness to care and compassion for persons with AIDS.
Data CoUection
Initially a survey was passed out on June 2, 1996 to members present at the Sunday
morning worship service. Surveys coUected were placed m a sealed bag and then given to
the statistician conducthig the statistical analysis. The statistician received these resuhs
when both surveys were completed.
For the second survey, the sample focused on the Sunday morning attendance dunng
the sermon series. The survey was passed out on the Sunday of the last sermon in the sbc
week sermon series. This date was July 14, 1996. Only those members who had attended
at least one sermon in the series were asked to participate m this secoml survey. Surveys
collected were placed m a sealed bag and then given to the statistician conductmg the
statistical analysis.
Variables
Independent Variables
The mdependent variable is the variable that is manipulated or treated in a study in
order to see what effect differences wiU have on those dependent on h. The mam
mdependent variable in this project: the sermon series.
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Dependent Variables
The dependent variable is a variable m which the changes are the resuhs of the level or
amount of the independent variable. Dependent variables which are expected to change,
depending on the mdividual's and group's participation m the six week sermon series on
AIDS are: knowledge and attitudes toward persons who have AIDS.
Measuring the Variables
This dissertation/project utihzes a pre-test/post-test design to detamme the changes in
the attitudes and knowledge ofmdividuals and the group who attended a six week sermon
series on AIDS. The key component was the quantitative resuhs ofthe pre-test and post-
test surveys of the attitudes and knowledge of the mdividuals about AIDS. Emphasis is
placed on identifying and reportmg notable changes that occurred in the subjects and the
group as the result of being exposed to a sk week sermon series. The survey tool utilized
makes h possible to determine what changes occurred and also the degree of change.
Control ofConfoundmg Variables
Several extraneous variables that may have affected the outcome of this project. These
variables include the smcerity of the participant; the sexual orientation ofthe participant;
the participant's relationship to a family member or fiiend who has AIDS; the spiritual
depth of the participant; the relationships with the group ofworship participants; do the
participants share a history apart firom the worship settmg.
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Data Analysis
The primary method ofdata analysis is an evaluation study utilizing a pre-test and post-
test design. This analysis identified changes m the knowledge and attitudes of individuals
who attend a six week sermon series on AIDS. These findings are presented in Chapter 4,
as weU as in tabular appendices.
Data from research questions 1 and 2 data were analyzed by raw scores and
percentages of the knowledge and attitude questions. Research question 1 is answered by
obtaining a mean score for ah respondents on the knowledge section ofthe survey. There
are a total of twenty-four knowledge based questions 1-12 and 13A-L. Question 13
which evaluates one's knowledge on the transmission ofAIDS has twelve parts. Each
respondent's question was evaluated for the number ofcorrect responses, thus offering a
possible score ranging from 0 (least knowledgeable) to 24 (most knowledgeable). Qne
pomt was given for each correct response, zero points were given to an mcorrect response
or to a response marked "don't know" or left blank. The t-test and Mann-Whitney test
were used to determine the significance of the mean scores. Then each question's
response was analyzed m order to obtam the percentage of respondents who answered it
correctly. Also mcorrect responses to the knowledge questions were analyzed.
Research question 2 was addressed by first obtammg a mean score from the
respondents on the attitude section of the survey. There are twelve attitudmal questions
(questions 14-25) and each respondent could obtam a score rangmg from 0-12 with a
score of twelve indicating a more favorable attitude. In order to obtam a score oftwelve a
respondent would have to mark strongly disagree or disagree to questions 15, 16, 18, 20,
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22, 24 and strongly agree or agree to questions 14, 17, 19, 21, 23, 25. A t-test and Mann-
Whitney test were conducted to determine the significance of the mean scores. Then
responses to each attitudmal question were analyzed in order to study the percentage of
correct answers for each question. Also the incorrect answers were analyzed.
Research question 3 was answered using step-wise regression m order to determine
which of the demographic variables made the strongest contribution to the prediction of
the overall knowledge score. The step-wise regression was also used to determine which
of the demographic variables made the strongest contribution to the prediction of the
overall attitude score. The basic theoretical explanation ofhow a step-wise regression
operates is that the regression model begins whh no variables, the procedine enters each
variable one at a tune and tests for significance. At each step after a new predictor model
variable is added to the model, another test of significance is conducted to determine the
contribution ofeach of the previously selected predictor variables. Therefore h is possible
for a predictor variable to be deleted if it should lose hs effectiveness as a predictor when
considered m combmation with newly entered variables (Hmkle, Jurs and Wiersma 1988).
Research question 4 was answa-ed using cross tabs to study the relationship between
the group's answers on the attitude and knowledge questions and then response to the
sermon series (questions 26-30). The relationship between the preaching questionnaire
responses and the answers to the attitude and knowledge questions will be identified.
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CHAPTER 4
Findings of the Study
The findings of this study are discussed m conjunction with these four research
questions:
1. What is the level ofknowledge of the subjects about AIDS prior to the six week
sermon series and subsequent to the sermon series?
2. What are the attitudes of the subjects toward AIDS prior to the sermon series and
subsequent to the sermon series?
3. Are there personal characteristics (i.e. age, gender, education) associated with the
observed changes m the level of knowledge and in attitudes of the subjects subsequent to
the sermon series?
4. What was the relationship between the group's answers on the knowledge and
attitude questions and their response to the sermon series?
The two researcher designed surveys used in this study were: portions of the AIDS
knowledge and attitudes subsection of the 1992 National Health Survey (NHIS)
developed by the National Center for Health Statistics and three sections designed by the
researcher. The sections designed by the researcher were on the verified means of
transmission ofAIDS, attitudes and a preachmg response questionnah-e. The NHIS
mstrument has both content vahdity and rehabihty havhig been developed by a team of
researchers fi-om the National Center for Health Statistics. The researcher designed
sections of the survey were based on an extensive review ofUterature.
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The purpose of this study was to determine what changes occurred in individuals and a
group who attended a six week sermon series on AIDS. InitiaUy forty-seven pre-tests
were coUected from the sample of church members present at the Sunday morning service.
Six weeks later, foUoAving a six week sermon series, forty-three post-tests were taken
from a sample of church members at the Sunday morning service. Only those who
attended at least one sermon in the series participated m this second survey. The
attendance of this small, rural church averages eighty-five on Sundaymommg. The
church has few visitors, probably averaging less than ten vishors per month. Therefore
there is substantial overlap ofthe same members attending each week. Both pre-test and
post-test subjects are prhnarily the same mdividuals. The smaU number ofmatching
surveys is related more to the number code than to different people fiUing out the surveys.
A six digit number code based on birth months was used to code each survey. One
reason for this number code was confidentiality. Also the researcher hoped to pan the
pre-test and post-test surveys. Two problems emerged with this code system. Four pre
test surveys were invahd because the participants did not fiU out the number code.
Shnilarly, seven post-test surveys were invahd. Another related problem was that the sk
digit number code only matched fifteen pre-test surveys to post-test surveys. Smce the
format for the number code did not change between the pre-test and post-test, it is unclear
why so few surveys matched. Perhaps some individuals designed then own number code
system. Another possibihty was that the mstmctions for the number code were flawed.
Thus the majority of research was based on unpaned pre-test and post-test surveys.
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However, as noted previously, it is beheved that most of the same individuals took both
surveys. Therefore the study looks primarily at changes m the group, not mdividuals.
The primary method of interpreting the data utilized measures ofvariability, the t-test
and the Mann-Whitney test. This statistical analysis focused on the data gathered through
use of the pre-test and post-test design. The analysis identified changes in the knowledge
and attitudes ofmdividuals and a group who attended a sbc week sermon series on AIDS.
Knowledge About AIDS
Research question one was answered by obtaining a mean score summing up the total
correct responses for the twenty-four knowledge questions (1-12 and 13A-L). The t-test
and the Mann-Whitney Test determined the significance of these findings. Then each
question's responses were analyzed to obtain the percentage of respondents who
answered them correctly. Data on incorrect responses were also evaluated.
Pre-test and Post-test Knowledge Scores
Forty-seven subjects participated in the pre-test. The mean score on the pre-test was
20.21 out of a possible 24. The mechan was 20 and the mode was 19.57. The standard
deviation was 1 .87 and the standard error was .027. A nme point range existed between
the highest and lowest score (Table 4. 1). The lowest score was fifteen and the highest
score was twenty-four. Thhty-five mdividuals scored twenty or higher. Therefore thirty-
five individuals fiUing out the survey ahready possessed considerable knowledge about
AIDS. However only one subject had a perfect score of24.
Forty-three subjects participated m the post-test. Two pieces ofthis data were
missmg. The statistical analysis was thus based on forty-one subjects. The mean score on
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the knowledge questions on the post-test was 23. 12 out of a possible 24. The median was
23 and the mode was 22.75. The standard deviation was 1.18 and the standard error was
.18. This time a five point range existed between the highest and lowest score. The
lowest score was 19 and the highest score was 24. Twenty subjects had a perfect score on
the post-test. One subject had a perfect score on the pre-test. The frequency of scores is
now near the highest score of 24.
Comparison of the Pre-test and Post-test Scores
The difference in the means between the pre-test and post-test was 2.90. This mcrease
in the mean implied that knowledge increased on the post-test. The variance for the pre
test was 3.51 and 1.40 for the post-test. The variance was more clustered in the post-test.
Thus the post-test had a smaller range in scores. The degree of freedom for the pre-test
was 46 and 40 for the post-test. A comparison of the frequencies is indicative of the
changes which occurred between the two tests. Across the pre-test and the post-test
situations the changes in the frequencies can be seen (Table 4. 1).
The question was whether these shifts m the mean were ofgreater difference than
could be attributed to randomness. If so, then these changes were statistically significant.
The t-test was used to determine the significance ofthese changes. The t-value of the
general was 8.54 and the unpaned tests was 8.80. The critical t-value of the general was
1 .66 and the unpaned 1 .66. The t-vahies were clearly larger than the correspondmg
critical t-values. This data mdicated that the difference was statisticaUy significant (if the
assumptions of the t-test are not violated). The probability statistic was 0% for the
general and unpaned. This probabihty indicated no hkehhood of the two groups showing
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Table 4.1
Comparison ofPre-test and Post-test Knowledge Scores
Pre-test Scores n Post-test Scores n
15 1 15
16 1 16
17 3 17
18 3 18
19 4 19 1
20 13 20 1
21 10 21 2
22 9 22 4
23 2 23 13
24 1 24 20
the same average performance.
Next a test was conducted to determine the significance of the shifts m the mean. The
Mann-Whitney Test Analysis was performed to better analyze the differences m
performance on the pre-test and post-test. The critical value on the Mann-Whitney Test is
the 95 percent point on the z-score (1.9600). The test results mdicated that the calculated
z-score was greater than the critical z-score (6.96>1 .96). This statistic indicated that the
two groups were not sunilar m performance. The two-tailed P value also gave a zero
percent chance that the two groups were the same. The results ofthe t-test and Mann-
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Whitney Test thus revealed that the differences between the two groups could not be
attributed to randomness. The participants had a significant difference m performance on
the two surveys.
An Analysis of the Group's Response to Individual Questions
Percent ofQuestions Answered,Correctly
This analysis focused on the percentage ofparticipants who answered each question
correctly. Table 4.2 was compiled based on these pre-test and post-test scores. The
foUowmg comparison of the pre-test and post-test scores reveals a significant change m
the percentage of correct answers on certain questions.
There were forty-seven subjects which participated in the pre-test survey. Each of the
twenty-four knowledge questions were analyzed to determine the percentage ofcorrect
answers for each question. The two lowest percentage ofcorrect answers on the pre-test
scores showed considerable improvement in the post-test. Pre-test question four
improved fi-om 23 percent to 84 percent. Question eleven improved fi-om 40 percent to
91 percent and question thhteen A unproved firom 49 percent to 98 percent.
However the most significant change was the shift m correct answers on the post-test.
Post-test questions nme, thirteen B, thhteen F, thirteen H, thhteen J and thhteen L
unproved to 100 percent correct. AU ofthe post-test questions were 90 percent cortect or
higher with the exception of questions four and thhteen I. In synopsis, all of the post-test
questions showed an unprovement in correct answers except questions five, sbt and seven.
The sermon series apparently mcreased the knowledge of the participants about the
epidemiology and verified means of transmission ofthe AIDS vhns.
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Table 4.2
Percentage ofCorrect Answers on Knowledge Questions
Question Pre-test Correct Answers Post-test Correct Answers Difference
KQl 83% 95% 12%
KQ2 89% 95% 6%
KQ3 91% 98% 7%
KQ4 23% 84% 61%
KQ5 100% 100% 0%
KQ6 95% 95% 0%
KQ7 93% 93% 0%
KQ8 87% 98% 11%
KQ9 91% 100% 9%
KQIO 83% 98% 15%
KQll 40% 91% 51%
KQ12 96% 98% 2%
KQ13A 49% 98% 49%
KQ13B 87% 100% 13%
KQ13C 74% 91% 17%
KQl3D 94% 98% 4%
KQ13E 89% 98% 9%
KQ13F 89% 100% 11%
KQ13G 93% 95% 2%
KQ13H 91% 100% 9%
KQl 31 87% 88% 1%
KQ13J 91% 100% 9%
KQ13K 92% 95% 3%
KQ13L 94% 100% 6%
Analysis of Incorrect Answers
The number ofmcorrect answers on mdividual questions changed significantly fi-om the
pre-test to the post-test (Table 4.3). Twenty-one questions had positive point changes
which ranged fi-om +29 to +1 . This mcrease means that a range ofone to twenty-nme
more correct answers were given on twenty-one questions. Three questions reflected the
same score on both tests.
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The most positive changes occurred in questions four, eleven, and thirteen A.
Question four stated: AIDS can cause cancer. Thhty-six subjects answered this question
incorrectly hi the pre-test and only seven answered h incorrectly in the post-test. This
response indicated twenty-nme more subjects answered question four correctly in the
post-test (+29). Question eleven stated: AIDS can damage the brain. Twenty-eight
subjects answered this question incorrectly on the pre-test and only four answered h
incorrectly on the post-test. This response mdicated that twenty-four more subjects
answered it correctly on the post-test (+24). Question 13A asked the subjects to check
the answer for each way that is a verified means of transmission of the AIDS virus.
Twaity-four persons did not mark breast milk in the pre-test. Twenty-three more people
answered question 13A correctly m the post-test (+23).
No changes occurred in the group scores on three questions. Question five stated: A
person may be infected with AIDS and not know it. Everyone who completed the two
surveys answered this question correctly. Question sk stated: There is a cure for AIDS.
This question was answered mcorrectly by two subjects on both the pre-test and post-test.
Question seven stated: A person who has AIDS may look and feel healthy. This question
was answered mcorrectly by three subjects on both the pre-test and post-test.
A summary of the group's score on mdividual questions reveals that only three
questions (five, sk and seven) reflected no mcrease m correct answers. Smce everyone
answered question five correctly on both tests, there was no room for unprovement.
Overall the group's knowledge about AIDS on mdividual questions mcreased on the post-
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test. The range of this increase varied from +1 to +29. This increase was indicated after
the sermon series ended.
Table 4.3
Comparison ofPre-test and Post-Test Incorrect Answers
Questions Pre-test Incorrect Answers Post-test Incorrect Answers Difference
KQl 8 2 +6
KQ2 5 2 +3
KQ3 4 1 +3
KQ4 36 7 +29
KQ5 0 0 0
KQ6 2 2 0
KQ7 3 3 0
KQ8 6 1 +5
KQ9 4 0 +4
KQIO 8 1 +7
KQll 28 4 +24
KQ12 2 1 +1
KQl 3A 24 1 +23
KQ13B 6 0 +6
KQ13C 12 4 +8
KQl3D 3 1 +2
KQ13E 5 1 +4
KQ13F 5 0 +5
KQ13G 3 2 +1
KQ13H 4 0 +4
KQl 31 6 5 +1
KQ13J 4 0 +4
KQ13K 3 2 +1
KQ13L 3 0 +3
Analysis ofPaired Surveys
Fifteen subject's surveys were paked from the knowledge section of the pre-test and
post-test surveys. The highest possible mean score on each test was 24. The mean for the
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pre-test was 20.33 and 23.73 for the post-test. The difference between the means was
3.40. The standard deviation was .37. The variance for the pre-test was 1 .95 and .21 for
the post-test. The examination of the same subject's performance on both pre-test and
post-test provided a condhion under which the paked t-test could be used. The t-value
for the One Tail Test was 9.56. The critical t-value was 1 .76. The t-value was greater
than the critical t-value (9.56>1.76) mdicatmg a statisticaUy significant difference between
the pre-test knowledge average score and the post-test knowledge average score. The
probabUity statistic was 0% indicating the probabUity that the two groups had the same
performance m average score. The paired surveys demonstrated the same trend as the
unpaired. Knowledge scores apparently increased on the post-test.
Attitudes Toward AIDS
Research question 2 was also analyzed by raw scores and percentages ofthe attitude
based questions. Research question two was also addressed by obtammg the mean score
of the respondents on the attitude section of the survey. There were twelve attitudinal
questions (questions 14-25). A t-test and a Mann-Whitney test determmed the
significance of the mean scores. Then responses to each attitudmal question were
analyzed in order to study the percentage of correct answers for each question. The
mcorrect answers were also analyzed.
Attitude Scores
Forty-seven subjects participated m the pre-test survey section on attitude. The mean
for the attitude based questions on the pre-test was 10.53 out of a possible 12. The scores
ranged fi-om 7 to 12. Twenty-seven persons had a score higher than 10. Twenty subjects
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scored 10 or below. The most frequent score was 12 which occurred sixteen times. The
least frequent score was 7 which occurred once.
Forty-three subjects participated m the post-test. One piece of data was missing. The
statistical analysis was based on forty-two subjects. The mean for the post-test score was
10.86 out of a possible 12. The median was 1 1 .00 and the mode was 1 1 .28. The standard
deviation was 2.36 and the standard error was ,36. This time a five point range agam
existed between the highest and lowest score. Seventeen subjects had a perfect score.
Comparison ofPre-test and Post-test Attitude Scores
The difference between the means m the pre-test and post-test was .32. The
mean was shghtly higher on the post-test. The variance for the pre-test was 2.04 and 5.59
on the post-test. The range m scores is five for both pre-test and post-test. The table of
frequencies is indicative of the changes m frequency scores between the two groups (Table
4.4).
Table 4.4
Comparison ofPre-test and Post-test Attitude Scores
Pre-test Scores n Post-test Scores n
7 1 7 2~
8 4 8 4
9 7 9 5
10 8 10 4
11 11 11 9
12 16 12 17
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The lowest score is seven and the highest score is twelve. The degree of freedom was
46 for the pre-test as compared to 4 1 for the post-test. The key question was whether the
changes m the mean were of greater significance than can be accounted for by
randomness. If so, then these differences were statisticaUy significant. The t-value for
general was 0.79 and 0.77 for unpaged. The critical t-value for the general was 1.66 and
1 .66 for unpaired. The t-test of the means was clearly smaller than the critical t-value
mdicating that the difference between the two groups was not statisticaUy significantly
different. The probabUity was .21 for the general and .22 for the unpau-ed. The
probabUity must be less than .05 percent for the differences to be significant. Thus the
differences between the two groups were not significant.
Further understanding of the difference in performance can be seen m the Maim-
Whitney Test Analysis. The Marm-Whitney Test Analysis enables one to see the
differences in performance on the two tests through a less powerfiil nonparametric means.
The critical value on the Mann-Whitney Test is the 95 percent point on the z-scale
(1 .9600). The analysis of the attitude questions mdicated that the calculated z-score was
smaUer than the critical z-score (0.5917<1 .96). This statistic indicated that the two
groups were shnilar m performance. The two-taU P value gave a probabihty of 55.4
percent chance that the two groups were the same. These statistics reveal an overaU
picture that the two groups were the same. Therefore a statisticaUy significant change m
attitude did not occur on the post-test. BasicaUy the performances m the pre-test and
post-test remained shmlar. The statistical analysis ofthe t-test and Mann-Whitney test
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reflect a trend that no significant changes in attitude occurred as the result of the sermon
series.
Comparison ofGroup Answers on Individual Questions
Analysis ofFavorable Answers
The responses to the attitude questions were evaluated on the basis of favorable and
unfavorable answers. Table 4.5 compares the percentage of favorable responses on the
Table 4.5
Percentage ofFavorable Answers in Pre-test and Post-test
Questions Pre-test Post-test
AQ14 85% 86%
AQ15 89% 86%
AQ16 94% 95%
AQ17 96% 98%
AQ18 96% 98%
AQ19 94% 95%
AQ20 70% 74%
AQ21 93% 93%
AQ22 71% 72%
AQ23 85% 86%
AQ24 87% 78%
AQ25 98% 98%
pre-test and the post-test. The lowest percent^e of favorable answers on the pre-test was
questions twenty and twenty-two. The percentage of favorable answers for questions
twenty was 70 percent and 72 percent for question twenty-two. Notably two pre-test
questions had a lower percentage of favorable answers on the post-test. Pre-test question
fifteen changed from 89 percent to 86 percent. Question twenty-four changed from 87
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percent to 78 percent. Two questions (twenty-one, twenty-five) remained the same.
Question twenty-one had 93 percent favorable on both tests. The biggest change was
question twenty which increased from 70 percent pre-test favorable answers to 74 percent
on the post-test. Therefore eight questions showed a shght increase in favorable answers.
Four questions showed other tendencies. Two questions (twenty-one and twenty-five)
remained the same. Two questions (fifteen and twenty-four) demonstrated a decrease m
percentage of favorable answers. OveraU resuhs indicate a shght mcrease m favorable
attitudes after the sermon series.
Analysis ofUnfavorable Responses
Eight ofthe twelve attitude questions demonstrated an mcrease m favorable responses
on the post-test. This range varied from +1 to +3. Therefore these scores reflect less
change m the subjects as compared to the knowledge questions in the survey. The point
change in the knowledge survey questions ranged from +1 to +29.
The eight questions which showed a +1 mcrease were: 14, 16, 17, 18, 19, 22, 23.
This +1 point increase revealed that one addhional person answered each question
favorably in the post-test. The largest pomt mcrease was question twenty which had a +3
score. This question stated: I prefer to not physicaUy touch someone who had AIDS.
Fourteen subjects responded unfavorably in the pre-test and eleven subjects responded
unfavorably to this question m the post-test. Questions twenty-one and twenty-five
mdicated no change m scores. Question twenty-one stated: I would work with someone
who has ADDS. Three subjects on both tests gave an unfavorable response. Question
twenty-five stated: I thmk that better education m the local church would help church
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members act more compassionately toward persons with AIDS. One subject answered
this question unfavorably on both tests.
Table 4.6
Comparison on Unfavorable Responses in the Pre-test and Post-test
Question Pre-test Answers Post-test Answers Difference
AQ14 7 6 +1
AQ15 5 6 -1
AQ16 3 2 +1
AQ17 2 1 +1
AQ18 2 1 +1
AQ19 3 2 +1
AQ20 14 11 +3
AQ21 3 3 0
AQ22 13 12 +1
AQ23 7 6 +1
AQ24 6 9 -3
AQ25 1 1 0
Clearly three persons had unfavorable attitudes toward working with someone who has
AIDS. Also at least one person feh that education in the local church does not lead to
more compassion toward persons with ADDS.
Question fifteen had an unfavorable response by five people in the pre-test and six
people m the post-test. This post-test score reveals a -1 pomt change. Question fifteen
stated: AIDS is God's judgment on homosexuals. The mtent of the sermon series was to
not present ADDS as God's judgment on homosexuals, although h identified
homosexuality as a sin. However sbc persons concluded after the sermon series that AIDS
is God's judgment.
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Question twenty-four had an unfavorable response by six subjects in the pre-test and
nme subjects m the post-test. Question twenty-four read: I feel that a chUd with AIDS
should not be allowed to use the nursery of the church or play with non-infected children.
The reason for the increase in unfavorable responses in the post-test was unclear. The
epidemiology of the sermon series was intended to elhninate unreasonable fears about
contracting AIDS. However rt appears that the fear of contractmg AIDS actually
increased for three persons. The score on the post-test for this question was a -3 change.
Also eight of the twelve questions demonstrated an increase in favorable answers
ranging from +1 to +3. The only unfavorable point change(s) occurred in questions fifteen
and twenty-four. These unfavorable pohrt changes ranged from -1 to -3. Therefore the
number of favorable responses increased on the majority of individual questions after the
sermon series. However the range ofmcrease was shght (+1 to +3). This statistical
analysis mdicated that a slight mcrease in favorable attitudes occurred after the sermon
series.
Analysis ofPaired Surveys on the Attitude Section
Fifteen subject's surveys were paired from the attitude section of the pre-test and post-
test surveys. The mean for the pre-test was 10.46 out of a possible 12. The mean for the
post-test was 1 1.53 out of a possible 12. The difference m the means was 1.07. The
standard deviation was 1 .35 for the pre-test and 3.22 for the post-test. The variance for
the pre-test was 1 .83 and 1 .40 for the post-test. The examination of the same subject's
performance on both the pre-test and post-test conditions provided a condition under
which the paired t-test could be used. The t-value for the One Tail Test was 1 .08. The
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critical t-value was 1 .76. The t-value was smaUer than the critical t-value mdicating no
statistical difference on the average attitude scores between the two groups. The
probabihty statistic gave a 15 percent chance that the groups were the same in their
attitude scores. The trend in the paired surveys mirrors the findmgs of the unpaired
surveys. The attitudes of subjects participathig in the study did not appear to change after
the sermon series.
Personal Characteristics Associated with Changes
Research question 3 was answered usmg a step-wise regression in order to determme
which of the demographic variables made the strongest contribution to the prediction of
the overaU knowledge score. Also a step-wise regression was later used for the same
statistical purposes on the overall attitude scores. The basic theoretical explanation ofhow
a stepwise regression operates is: the regression model begms with no variables, the
procedure enters each variable one at a time and tests for significance. At each step after a
new predictor model variable is added to the model, another test of significance is
conducted to determine the contribution ofeach of the previously selected predictor
variables (Hmkle, Jurs and Wiersma 1988).
Knowledge Scores
The step-wise regression was used to analyze the mfluence ofgender, age and
education. The strongest mfluence on response to the knowledge questions was education
foUowed by age and gender. The foUowing analysis of each demographic variable reveals
hs impact on the dependent variable ofknowledge. The standard deviation was 1.89 for
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both genders on the pre-test. The standard deviation on the post-test was 1.32 for the
males and 1 .06 for the females. The mean score for males on the pre-test was 20.23 as
compared to 20. 19 for the females. The mean score on the post-test for males was 23.20
as compared to 23.00 for the females. The statistical difference between the mean scores
of the two genders on the pre-test and post-test was smah. Therefore a t-test was
conducted to test the significance of the difference m the mean scores of the two genders
Table 4.7
DemographicVariable: Gender
Pre-test Post-test
Gender n Mean S.D. n Post-test S.D.
Male 21 20.23 1.89 21 23.20 1.32
Female 26 20.19 1.89 22 23.00 1.06
on the pre-test and the post-test. The calculated t-value was .082 and the critical t-value
was 1 .64 on the pre-test. Smce the critical t-value is higher than the t-value (1 .64>.082)
there was not a significant difference. The probabihty statistic was 93 percent which
fiirther confirms the hkehhood these two groups were not significantly different. Also a t-
test was conducted to test the significance of the difference m means between the two
genders on the post-test. The t-value was .535 and the critical t-value was 1 .64. Shice
the critical t-value is higher than the t-value (1 .64>.535) no significant difference was
found. The probabihty statistic was 94 percent which fiirther confirmed the hkehhood that
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there was no significant difference between the two groups. Overall there was no
significant difference in mean scores between males and females on the pre-test and post-
test. BasicaUy both groups were shnUar m their performance on both the pre-test and post-
test.
However the question remained whether the performance of each gender changed
between the pre-test and post-test. A t-test was conducted to examine the dUBferences
between mean scores of the males on the pre-test and post-test. The t-value was 5 .82 and
the critical t-value was 1 .64. Since the t-value is higher than the critical t-value
(5.82>1 .64) a significant difference occurred. Males demonstrated a significant difference
m knowledge scores between the pre-test and post-test. This difference was an increase m
knowledge scores on the post-test.
A t-test was also conducted to determme if any significant difference existed between
female performances on the pre-test and post-test. The t-value was 6.43 and the critical t-
value was 1 .64. Smce the t-value is higher than the critical t-value (6.43>1 .64) a
significant difference was indicated between the pre-test and post test scores. The
probabUity statistic was 0 percent that these two groups would be the same. It is to be
noted that the mean score for females on the pre-test was 20. 19 and 23.00 on the post-
test. The knowledge mean score mcreased on the post-test.
The second demographic variable was age. The 19-29 age group mean (20.75) was
the highest on the pre-test. The lowest mean score was the 50 or older age group (20.34).
The highest variance (4.25) on the pre-test was the youngest group (19-29) and the lowest
variance (3.35) was the 50 and older group.
However the 50 and older group had the highest mean score (23.33) on the post-test
Sweet-Richardson 110
Table 4.8
DemographicVariable: Age
Pre-test Post-test
Age n Mean Variance n Mean Variance
19-29 4 20.75 4.25 8 22.87 1.83
30-49 14 20.42 3.64 13 22.84 2.64
50 and 29 20.34 3.35 22 23.33 .53
older
and the middle group (30-49) scored the lowest mean score (22.84). The highest variance
(4.25) on the pre-test was the youngest group (19-29) and the lowest variance (3.35) was
the 50 and older group. The post-test variance showed the middle group with the highest
variance (2.64) and the 50 and older group whh the lowest variance (.53).
The mean scores mdicated that the younger group initially had the greatest knowledge
about AIDS. The 50 and older group lacked in knowledge as compared to the youngest
and middle groups. However the 50 and older group gamed the highest mean score after
the sermon series. This change would mdicate that they benefited the most from the
sermon series. The middle group (30-49) shpped to the lowest mean score (22.84) and
would appear to have benefited the least. But h should be noted that only four aduhs in
the 19-29 age group participated in the pre-test whereas eight participated in the post-test.
An ANOVA (Analysis ofVariance) test was conducted to test the significance ofthe
difference m the means of the three age groups on the pre-test and post-test. The
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ANOVA resuhs mdicated significant differences between the three age groups. The f-
value was 3.61 and the critical f-value was .050 for the pre-test. Smce the f-value is
greater than the critical f-value, a significant difference was revealed. The confidence level
was 95 percent. Therefore the three age groups performed differently on the pre-test
knowledge questions. The post-test f-vahie was 1.41 and the critical fvalue was .050.
Smce the f-value was greater than the critical f-value, a significant difference was
discovered. The confidence level was 95 percent. The three age groups performed
differaitly on the post-test. Overall a significant difference occurred m the mean scores of
the three age groups in both pre-test and post-test.
The third demogr^hic variable was education. The pre-test scores mdicate that
subjects with a bachelor's degree scored the highest mean score (21.40) on the pre-test
and those holdmg a master's degree scored the lowest mean on the pre-test. The largest
Table 4.9
Demographic Variable: Education
Pre-test Scores
Education n Mean Variance S.D.
High School 29 20.13 3.12 1.76
Vocational 1 20 n/a n/a
Associate 5 20.18 6.7 2.58
Bachelor 5 21.40 .80 .89
Master's 5 19.14 6.8 2.6
Other 1 20 n/a n/a
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category was the high school group which had 29 participants. The next highest groups
were associate, bachelor and master's which had five in each category. The standard
deviation was highest for the associate group (2.58). The lowest standard deviation was
the bachelor category which had a .89 standard deviation. These pre-test scores are
indicated on table 4.9.
The post-test scores also mdicated differences m mean scores among the educational
levels. Subjects with a high school degree scored the highest mean (23 .40) on the post-
Table 4. 10
Demographic Variable: Education
Education n
Post-test Scores
Mean Variance S.D.
High School 22 23.20 44 .66
Vocational 1 19 n/a n/a
Associate 5 22.80 1.30 1.30
Bachelor 8 22.87 1.45 1.45
Master's 5 23.20 1.30 1.30
Other 1 23.00 n/a n/a
test (Table 4. 10). Subjects holdmg a master's degree were second (23.00). The lowest
mean score (19) was those subjects holdmg a vocational/technical degree. Thus the
individuals who appeared to learn the most fi-om the sermon series were the subjects
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holdmg a high school degree. Secondly those individuals with a master's degree also
significantly mcreased theh mean score. The group which actually went down after the
sermon series was the vocational/technical category. Theh post-test score was 19 as
compared to 20 on their pre-test mean score. However h must be noted that there was
only one person in this category on both tests. Therefore one cannot attach much
significance to this change. The most significant change is obviously the high school
group which is the largest of the two group of subjects (22). One survey participant did
not indicate the level ofeducation.
An ANOVA (Analysis ofVariance) test was conducted to determine the significant
difference m the variances of the three groups. The ANOVA resuhs indicated significant
differences between the three age groups. The f-value was 2.61 and the critical f-value
was .050. Since the f-value was greater than the critical f-value, a significant difference
was revealed between the three groups on the pre-test attitude mean scores. The
confidence level was 95 percent. The post-test results also mdicated a significant
difference between the three education groups. The f-value was 1 .41 and the critical f-
value was .050. Since the f-value was greater than the critical f-value a significant
difference was indicated. The confidence level was 95 percent. Therefore the three
education groups had significant differences in then mean scores on both the pre-test and
post-test.
Attitude Scores
A step-wise regression was used to analyze the mfluence ofgender, age and education.
The strongest mfluence was education foUowed by age and gender. Table 4. 1 1 reveals
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the statistical analysis of each gender variable. Males had lower mean scores on the
attitude questions on both surveys. The mean score for the males was 9.0 on the pre-test
as compared to the females (11.11). Though the mean score for males increased on the
Table 4. 11
Demographic Variable: Gender
Pre-test Post-test
Gender n Mean S.D. n Mean S.D.
Male 21 9.0 1.50 21 10.60 1.07
Female 26 11.11 1.46 21 10.63 1.73
the post-test (10.60), theh" mean was still lower than the females (10.63). However it was
noted that males mcreased more m favorable attitude from pre-test to post-test (.80). The
females mcreased .5 1 on theh- attitude scores from pre-test to post-test.
A t-test was conducted to determine whether there was any significfflit difference
between the male and female scores on the pre-test and post-test. The t-value was 3.35
and the critical t-value was 1 .64. Smce the t-value was greater than the critical t-value
(3.35>1.64) a significant difference existed between males' and females' performance on
the pre-test attitude questions. Females scored higher on the pre-test (1 1 . 1 1) as compared
to the males (9.0). The probabihty statistic was .2 percent that these two groups were the
same. A t-test was also conducted on the post-test. The t-value for the post-test scores
was .073 and the critical t-value was 1 .64. Smce the critical t-value was greater than the
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t-value (1.64>.073) no significant difference existed between the performance ofmales
and females on the post-test. The probability statistic was 94 percent that these two
groups are the same. The mean for the males was 10.60 and 10.63 for females on the
post-test. Obviously these mean scores were strikingly shnilar.
A t-test was also conducted to determme the significant difference between male pre
test and post-test scores. The t-value for this test was 1 .70 and the critical t-value was
1 .64. Since the t-value is greater than the critical t-value (1 .70>1 .64) a significant
difference occurred between the male pre-test and post-test groups. The probabUity
statistic is 9 percent that these two groups are the same. Males scored a higher mean
(10.60) on the post-test as compared to the pre-test (9.0). A t-test was also conducted to
determine the significant difference between female scores on the pre-test and post-test.
The t-value was 1 .21 and the critical t-value was 1 .64. Since the critical t-value was
greater than the t-vahie (1 .64>1 .21) no significant difference occurred. The probabUity
statistic is 26 percent that the two groups were the same. BasicaUy female performance
on the pre-test and post-test were the same.
An analysis ofthis variable was that females' performance on the pre-test was
significantly different fi-om the males' performance. However the two genders had a
shnUar performance on the post-test. Males also had a significantly different performance
on the post-test as compared to the pre-test. Females, however, had shnilar performances
on the pre-test and post-test.
The next demographic variable was age. The pre-test score revealed that the youngest
group (19-29) scored the highest mean score (11 .00) on the pre-test. The second highest
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Table 4.12
DemographicVariable: Age
Pre-test Post-test
Age n Mean S.D. n Mean S.D.
19-29 4 11.00 2.00 8 10.25 1.90
30-49 14 10.64 1.08 13 10.84 1.40
50 older 29 10.41 1.52 22 10.62 1.62
score (10.64) was the (30-49) age group. The lowest mean score was the 50 and older
group which scored 10.41 . The post-test showed marked differences. The middle group
(30-49) scored the highest mean (10.84) on the post-test. The 50 and older group was
second with 10.62. The youngest group had the lowest mean (10.25) on the post-test.
An analysis of this data is that the younger group (19-29) refleaed the most favorable
attitude on the pre-test. However their attitude feU to the lowest mean score on the post-
test. The sermon series appears to have affected them negatively. The other two groups
indicate a sharp difference from the younger group. They mcreased in favorable attitudes
on the post-test. The 30-49 group and the 50 and older thus appear to have benefited
most from the sermon series. Then attitudes grew more favorable toward PWA's.
An Analysis ofVariance was conducted to determme if there was a significant
difference between the three age groups' mean scores on the pre-test and post-test
attitude questions. The ANOVA resuhs indicated significant differences between the three
groups. The f-value was 2.07 and the critical f-value was .050, therefore a significant
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difference was indicated. The confidence level was 95 percent. The post-test ANOVA
resuhs also indicated significant differences between the three groups. The f-value was
3 .61 and the critical f-value was .050. Shice the f-value was greater than the critical f-
value, a significant difference was mdicated. Therefore the three age groups performed
differently on the pre-test. Theh- mean scores were also significantly different on the post-
test. In synopsis, each age category had significant difference m the means on the pre-test
and then also on the post-test. One could thus expect different age groups (categories) to
have different mean scores on the attitude questions.
The third independent variable was education. The highest mean score (12.00) for the
education variable was vocational degree. The next highest score (1 1.00) was the
associate degree. The lowest mean score (8.00) was the person with the speciahst degree.
The highest variance is high school with a 2.25 and secondly, master's with a 2.20 The
Table 4.13
Demographic Variable: Education
Education n
Pre-test Scores
Mean Variance S.D.
High School 29 10.58 2.25 1.50
Vocational 1 12 n/a n/a
Associate 5 11 2.0 1.41
Bachelor 5 10.20 .70 .83
Master's 5 10.20 2.20 1.48
Other 2 8 1.48 n/a
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results changed shghtly on the post-test. The highest mean score on the post-test (12.00)
was the vocational degree and second was the associate degree. The speciahst score was
the lowest mean score (9.0).
These findmgs mdicate that the sermon series had little effect on the attitudes ofthe
subjects holding vocational or associate degrees. Both groups scored the same mean on
both surveys. Their rei^nse contrasted the high school group findings. The mean score
Table 4. 14
Demogrq>hic Variable: Education
Post-test Scores
Education n Mean Variance S.D.
High School 22 10.45 3.02 1.73
Vocational 1 12 n/a n/a
Associate 5 11 3.00 1.73
Bachelor 8 10.75 1.64 1.28
Master's 5 10.80 2.70 1.64
Other 1 9 n/a n/a
of the high school group fell fi-om 10.58 to 10.45. It would appear that the high school
group actuaUy experienced a shght increase m unfavorable attitudes after the sermon
series. However the mean scores of the other groups increased on the post-test. Most of
the subjects increased shghtly in favorable attitude after the sermon series with the
Sweet-Richardson 119
exception of the high school category. However statistically speaking, this shght mcrease
m favorable attitudes as mdicated on the mean scores and responses to the questions was
probably due to randomness. A significant change did not occur m the attitudes of the
participants toward PWA's.
An ANOVA was conducted to test the significance of the difference in the means of
the six groups. The ANOVA resuhs indicated that a significant difference was indicated
between the sbc groups. The f-value was 2.06 and the critical f-value was .050. Smce the
critical f-value was lower than the f-value, a significant difference was indicated. In
synopsis the sbc education categories had significant difference in then mean scores. Each
group would be predicted to score chfferently.
Relationship Between Selected Survey Questions and Sermon Response
Research question four addressed the relationship between the group's answers on the
knowledge and attitude questions and their response to the sermon series. The preaching
response questionnaire mcluded five questions: 26, 27, 28, 29, 30. Each question's
response was evaluated on a five point Likert-hke scale, offering a possible score ranging
fi-om 1 (strongly agree) to 5 (strongly disagree).
Table 4.15 is a table of fi-equencies mdicatmg the group's response to each question.
A brief overview of these fi-equencies shows that most subjects responded favorably to the
sermon series. However, note the fi-equency of responses in the neutral category. A
neutral score is a "3" on the five pohit Likert-hke scale. GeneraUy ten or more mdividuals
marked a "3" on each of the five preachmg response questiormane questions. Forty-three
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individuals participated in the post-test preaching response questionnah-e. Therefore at
least ten individuals out of the forty-three marked neutral on each question.
Table4.15
Post-test Survey Responses
Question 26 Question 27 Question 28 Question 29 Question 30
Score Frequency Score Frequency Score Frequency Score Frequency Score Frequency
1 11 1 15 1 19 1 18 1 14
2 14 2 16 2 9 2 12 2 14
3 10 3 10 3 14 3 9 3 11
4 5 4 2 5 1 4 3 4 2
5 2 5 1 5 1
Analysis ofResponses to Preachmg Questionnaire
Table 4 .16 reveals the percentages of the agree, disagree and neutral responses. This
table shows the percent^es of the three categories of responses to the questions. The
strongly agree and agree responses are calculated together. Individuals in this group
marked "1" or "2" on the preachmg response questionnaire. The second category was
strongly disagree or disagree. Individuals in this group marked "4" or "5" on the
preaching response questionnaire. The thnd category was neutral. Individuals in this
group marked "3" on the preachmg response questionnane.
Question 26 asked the subjects if then knowledge about the medical facts and history
surroundmg the AIDS vnus increased. Interestmgly only 60 percent responded "agree."
Since the other research data (Research Question 1) mdicated that knowledge increased,
one might expect this figure to be higher. Perhaps the participants did not recognize their
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Table 4.16
Responses to Preaching Questionnaire
Answers Question 26 Question 27 Question 28 Question 29 Question 30
Agree 60% 72% 65% 70% 67%
Disagree 17% 5% 2% 9% 7%
Neutral 23% 23% 33% 21% 26%
No. Subjects 42 43 43 43 42
increase m knowledge. Question 27 asked if the scriptures in the sermon series were used
effectively. This tune 72 percent marked "^ee." Question 28 asked if the iUustrations
were meaningful. The response was 65 percent who marked "agree." Question 29 asked
if the dehvery helped in heanng the pastor's message. The response was 70 percent who
marked "agree." Question 30 asked if the sermon series persuaded you to be more
compassionate toward persons with AIDS. The response was 67 percent who marked
"agree."
The percentage of those who disagree (Q27-30) was less than 10 percent except for
question 26. Question 26 had 17 percent disagree with hs statement. Evidently a strong
percentage feh that the sermon series did not increase their knowledge about AIDS. The
next highest percentage is 9 percent who felt that the dehvery did not help m hearing the
pastor's message. Also it is interestmg to note that a range of 21 percent to 33 percent
marked the neutral responses.
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Selected Knowledge Questions Comparison
Next the significance of the relationship between knowledge questions 4, 5, 7, 9, 1 1,
13A, 13E and 13J and the preachmg response questionnaire was examined usmg the Chi
Square (Table 4 . 17). A statistical analysis of these relationships mdicated no significant
Table 4.17
Critical Values for Chi Square in Questions 26-30
Compared to Selected Knowledge Questions
Question 26 Question 27 Question 28 Question 29 Question 30
Know X < X < X < X < X <
.05 .05 .05 .05 .05
KQ4 8.37 18.30 5.58 12.59 4.93 12.59 4.67 15.50 0 0
KQ5 0 0 0 0 0 0 0 0 0 0
KQ6 15.94 18.30 5.06 12.59 5.94 12.59 4.02 15.50 4.88 15.50
KQ7 3.91 11.07 6.02 7.81 1.11 7.81 .62 9.48 2.44 9.48
KQ9 0 0 0 0 0 0 0 0 0
KQll 2.25 11.07 3.44 7.81 2.05 7.81 2.83 9.48 2.15 9.48
Q13A 2.12 11.07 1.72 7.81 3.86 7.81 13.65 9.48 2.88 9.48
Q13E 3.37 11.07 1.91 7.81 1.92 7.81 1.42 9.48 2.04 9.48
Q13J 0 0 0 0 0 0 0 0 0 0
relationship between the preachmg response questionnaire and the selected knowledge
questions. However h is noted that the preaching response questionnaire was an
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evaluation of the sermon series answered by subjects participatmg in the study. One's
response to a sermon series is very subjective. The selected knowledge questions were
chosen because of theh- significance as revealed m Research Question 1.
The Chi-square indicated no significant relationship at the .05 level of significance.
This statistic suggested that there is not a clear relationship between the group's
evaluation of the sermon series and the selected knowledge questions. However we know
that knowledge about AIDS mcreased based on the other statistical findmgs.
Comparison of Selected Attitude Questions
Next, the significance of the relationship between attitude questions 2, 4, 7, 8, 1 1 and
12 and the preachmg response questioimah-e was also exammed (4. 18). These questions
Table 4. 18
Critical Values for Chi Square for Questions 26-30
Compared to Selected Attitude Questions
Question 26 Question 27 Question 28 Question 29 Question 30
Atth. X < X < X < X < X <
.05 .05 .05 .05 .05
AQ2 5.41 15.50 2.09 12.59 2.44. 12.59 9.29 15.50 6.97 9.48
AQ4 2.12 9.48 1.72 7.81 3.86 7.81 264 11.14 2.88 9.48
AQ7 8.95 9.48 .97 7.81 3.97 7.81 9.44 9.48 7.57 9.48
AQ8 4.12 15.50 3.61 1259 2.00 12.59 3.61 17.53 3.43 15.50
AQll 14.32 9.48 2.69 7.81 10.67 7.81 6.24 9.48 4.28 9.48
AQ12 20.98 9.48 1.91 7.81 1.29 7.81 3.86 9.48 2.88 9.48
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were chosen because of their significance as demonstrated in Research Question 2. The
Chi-Square analysis suggests that there is no clear relationship between the sermon
evaluation (preaching response questionnaire) and the selected attitude questions.
The subject's evaluation of the sermon series, however, is subjective. This subjectivity
may have affected these findings. However other statistical research mdicated that
attitudes did not change after the sermon series.
Analysis ofCorrelations
The Pearson R and Fisher z statistics also showed no correlation between knowledge
questions 4, 5, 6, 7, 9, 1 1, 13A, 13E, 13H and 13J and the preaching response
questionnaire. These particular knowledge questions were chosen because ofthen
significance as indicated m Research question 1 . Also these statistics showed no
correlation between attitude questions 2, 4, 7, 8,1 1 and 12 and the preaching
questionnaire. These particular attitude questions were chosen because of then
significance as mdicated m Research question 2.
An analysis of this response was that there was no correlation between selected
knowledge questions and the preaching questionnah-e; nor between selected attitude
questions and the preaching questionnane. This data thus imphed that the subject's
responses were not affected by the sermon series. Although the majority of subjects
answered the preachmg questionnaire positively (agree), theh- survey response mdicates
that theh- evaluation the sermon series did not unpact their performance on the post-test.
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However the sermon response was an evaluation which because of hs subjectivity may not
have clearly identified the relationship between the two instruments.
The overaU findings mdicated that knowledge about AIDS m individuals and a group
mcreased after the intervention of a sbt week sermon series. However attitudes appeared
more difficult to change m a six week period. Also the demographic variables of
education, age and gender were studied m regard to their influence on knowledge and
attitudes. The greatest influence on the knowledge and attitudes ofmdividuals and a
group toward PWA's was education foUowed by age and gender. The statistical analysis
of the preaching response questionnaire did not mdicate a relationship between selected
attitude and knowledge questions and the preaching response questionnaire. However the
response of the self-evaluation preaching response questionnaire does not dhninish the
findings that knowledge about AIDS increased after the sermon series. The findings
mdicate that knowledge of the participants mcreased although they may not have reahzed
it. Chapter 5 wUl present conclusions based on these findmgs. Also h will present
imphcations for fiirther study and analyze the hmitations ofthis study.
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CHAPTERS
Summary and Conclusions
A six week sermon series on AIDS was offered to the members ofMt. Zion United
Methodist Church. The purpose of this study was to determine what changes occurred in
individuals and a group who attended a sk week sermon series on AIDS. It was hoped
that a sermon series could unpact a smaU congregation by mcreasing theu* knowledge
about AIDS and mcreasmg favorable attitudes toward PWA's.
The sermon series was offered during the summer of 1996 and lasted sk weeks.
Forty-seven individuals were analyzed in the survey prior to the sermon series and forty-
three mdividuals analyzed m the survey foUowmg the sermon series. Data was coUected
using the pre-test and post-test comparison. The mstruments used were portions of the
AIDS knowledge and attitudes subsection of the 1992 National Health Survey (NHIS)
and three subsections developed by the researcher. These three subsections were on the
verified means of transmission ofAIDS, attitudes and the preaching response
questionnane.
Fmdmgs presented are based upon the pre-test and post-test resuhs. Four research
questions were asked to quahfy the types ofchanges, if any, that occurred in mdividuals
and a group during the sk week series on AIDS.
The foUowing conclusions seem warranted fi-om this study:
Knowledge about AIDS
The National Health Interview Survey stated that the level of knowledge about the
three main modes of transmission was high. Nmety-sk percent ofaduhs knew that the
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AIDS vh\is can be transmitted through sexual intercourse, 94 percent knew that h can
pass from a pregnant woman to her baby and 96 percent said h was "very 'likely" that a
person can get the AIDS vh^is from sharing needles with an infected person (Hardy,
Marsh and Schoebom 2). Fmdmgs in this study were consistent with the NHIS survey.
Ninety-three percent of the adults knew that a person can get the AIDS vims from sharing
mjectable needles and 94 percent of aduhs knew that the AIDS vims can be transmitted
through sexual intercourse, 91 percent knew that a pregnant woman who has AIDS can
give it to her baby. The 1992 NHIS study also discovered that knowledge is lowest for
items related to the effects and treatment ofADDS. For mstance, fifty-four percent knew
that ADDS can damage the brain. In this study (1996), only 40 percent knew that AIDS
can damage the brain and 83 percent knew that there is not a vaccine available to protect
the pubhc from ADDS.
OveraU most participants m this study scored 20 or higher out of a possible 24 on the
pre-test. Therefore then knowledge about the transmission and epidemiology ofAIDS
was considerable from the very beginning. However despite this high level of knowledge,
knowledge scores stiU increased significantly on the post-test. The mcrease was attributed
to the sermon series smce there was no other type of intervention.
Another related hem was that the variance for the group on the pre-test was 3.5 1 and
1 .40 on the post-test. This lower post-test variance mdicated that the scores on the post-
test were now more clustered. The post-test group was moving closer to the mean and
the group finished with a simUar level ofknowledge.
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These findmgs confirm that a six week sermon series can increase the level of
knowledge about AIDS within a group of participants who attend the series. Therefore a
sermon series can be successfiil in mcreasmg the level ofknowledge about ADDS in a six
week period. Imphcations are that if a pastor wished to mcrease the congregation's
knowledge about AIDS m short period of time, the sermon series is a valuable avenue.
Also the pastor could develop several sermon series during the year on topics (sufFering,
human sexuality, compassion or sin) related to ADDS to increase the congregation's
knowledge about issues related to AIDS. However the question stiU remains whether
participants retain the knowledge over a long period of thne. Also the Uterature about
AIDS is constantly changing due to new research and experimental drug treatments. The
factual mformation must be constantly updated. Therefore the factual mformation about
AIDS m this sermon series could be out-of-date in two years or less. The congregation
could stay informed through another sermon series presented m about 24 months (1999).
The mformation about AIDS could also be presented in a Sunday School series in order to
update the congregation if24 months later seems too soon for another sermon series on
AIDS.
Attitude Toward AIDS
Atthudes toward AIDS, according to Ross, are based on a range ofperceptions of the
disease fi-om seeing it as punishment for immorahty, through bemg a result of sexual
promiscuity, and a symbol ofmoral decay, to h bemg just another vnal mfection (1306-
1308). Fmdings in this study revealed a much smaUer range ofperceptions. A majority of
both pre-test and post-test atthudes were favorable. Most subjects scored 10 or higher
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out of a possible 12. However unfavorable attitudes actually increased slightly on one
question dealing with the transmission ofAIDS. Question twenty-four read: I feel that a
child whh AIDS should not be allowed to use the nursery of the church or play with non-
infected children. Six people respond unfavorably on question twenty-four on the pre-test.
Nme people responded unfavorably on the post-test. The reason for this increase in
unfavorable responses is unclear. However the fear of contracting AIDS actually
mcreased for three people. This question evidently struck at the very heart of the AIDS
issue: would you let your child play with a child who has AIDS? If someone had a fear
about contracting AIDS it would probably be reflected m theh- attitudes about theh-
children and AIDS. Although the mtent ofthe sermon series was to decrease
unreasonable fears about the transmission ofAIDS, it appeared that fear oftransmission
actually mcreased. This is even more remarkable when one considers that the group's
factual knowledge about the transmission ofAIDS increased on the post-test. In this case,
the increase in factual knowledge about AIDS' transmission did not favorably impact
attitude.
Overall a comparison ofthe post-test and pre-test scores revealed a slight mcrease in
the post-test mean (.32). Interestingly there was a greater variance of scores on the post-
test (5.59) as compared to the pre-test (2.04). The sermon series evidently shifted the
group mto a more varied attitudinal response. Individuals in either attitude category may
have developed a stronger opmion and mcreased m then attitudmal response (favorable or
unfavorable).
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OveraU it appears that six weeks was too short to decidedly change attitudmal
responses. Smce attitudes evidently take longer to change a different study design was
suggested. A sermon series intent on changing attitudes should occur over a longer time
period. Perhaps a series spread out over a year or two years could effectively change
attitudes. However it should be added that this study should have included information on
the number of sermons which each participant attended over the sbc week period. This
information was not mcluded and thus h was diflScult to make conclusions about the
attitudinal response to the sermon series.
Analysis of Independent and Dependent Variables
The three independent variables of this research were gender, age and education. The
first dependent variable to be studied was knowledge. The mdependent variables were
ranked hi this order of step-wise regression: education, age, gender. The greatest
mfluence on response to the knowledge questions was education. Second was age and
gender was third. Greater variabihty was seen m the means of the education scores (Table
4. 13, 4. 14) than m the age or gender scores.
The mean scores for both genders on knowledge were very simUar. The t-test mdicated
males and females performed shnUarly on both the pre-test and post-test. Males, however,
mdicated a sdgnificant difference m means between the pre-test and post-test. The mean
score for males mcreased on the post-test by 2.97. Females' mean scores also mcreased
on the post-test by 2.8 1 . The two genders demonstrated a sunUar mcrease m knowledge.
The AIDS information in the sermon series would thus seem weU designed for both males
and females.
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The second independent variable was age. The 19-29 age group (20.75) was the
highest mean score on the pre-test. Evidently the youngest group (19-29) mitially had the
greatest knowledge about AIDS. The 50 and older group lacked in knowledge as
compared to the younger group and middle group. This findmg was consistent with the
National Health Interview Survey which discovered that those 50 and older were less
hkely to respond correctly to general AIDS knowledge questions (Hardy, Marsh and
Schoebom 2). However the 50 and older group gamed the highest mean score on the
post test (23 .33). The 50 and older group would thus appear more teachable and open to
learning about AIDS. This observation is surprismg smce it would seem the younger
group would be more motivated to leam about AIDS. However since the number of
adults doubled in the 19-29 age group on the post-test, it is difBcuh to compare the two
survey results accurately. Since the 50 and older was the largest age group, h is accurate
to say that they learned more from the sermon series.
The middle group (30-49) slipped to the lowest mean on the post-test. Perhaps they
had read, seen and heard so much about AIDS, they did not want to hear more. It is
difBcuh to determme how great a factor is the saturation ofmformation about AIDS m the
news media. More than one person told me that they had read enough about AIDS and
they dismissed the possibihty of learning new mformation.
The ANOVA resuhs also mdicated that there was a significant difference between the
three age groups. The three age groups scored differently on the knowledge questions.
This findmg was not surprismg. Although the three age groups were composed of
Christians, many differences exist between them. These three age groups still differ
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culturaUy, economicaUy and sociologically. They are expected to respond differently to
current issue(s). The experience of an older aduh generation (50 and older) varies greatly
from the young adult group (19-29). An issue involving human sexuality certainly would
be viewed differently by the three different age groups. AIDS is such an issue.
The third independent variable was education. The 1992 National Health Interview
Survey revealed a marked educational difference; 46 percent of aduhs with less than
twelve years ofeducation feh they knew at least "some" about AIDS compared with 85
percent of those with more than twelve years ofeducation (Hardy, Marsh and Schoebom
2). Findmgs in this study indicate that education and knowledge about AIDS were related
too. Subjects with a bachelor degree (21.40) scored the highest on the pre-test.
Surprisingly people whh a master's degree scored the lowest mean score (19. 14).
Subjects with a high school degree scored the highest mean (23 .40) score on the post-test.
Subjects with a master's degree were second.
Overall, individuals who had more education were consistently near the highest mean
score on both tests. Individuals holding either a bachelor's degree or associate degree
scored the highest mean on the pre-test. fiidividuals with a master's degree scored near
the highest mean score on the post-test. However those individuals with the high school
degree showed significant gam. Then pre-test mean (20.13) increased to 23 .40 on the
post-test. This is a 3.27 mcrease.
The high school degree group was the largest group in the education category. This
education group showed the highest post-test mean score. The group definitely
demonstrated an abihty to leam about AIDS m a short period of time (sbt weeks). Then
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low variance (.44) also mdicated that the group responded sinularly to the questions.
Therefore one could almost anticipate theh- response based on theu- high school education
level.
ANOVA resuhs also indicated that the sbc groups had significant differences. Each
education category responded differently on the knowledge questions of the survey. A
relationship seemed to exist between education level and mean score. The more educated,
the more one is exposed to broader mformation. This exposure to broader information
may perhaps create a greater thirst for learning new knowledge and ideas.
A step-wise regression was also performed to determme which of the independent
variables were considered the best predictors of change m the overaU attitude score. The
variables were ranked in the foUowing order using step-wise regression: education, age
gender. The greatest influence on attitude scores was education. The second greatest
influence was age and gender was thh-d.
An analysis of the gender variable revealed that males had lower mean scores on both
surveys. The mean score on the pre-test was 9.00 as compared to the females 11.11.
Though the mean score increased on the post-test (10.60), then score was stUl lower than
the females (10.63). However it was noted that the males did mcrease more in favorable
attitude fi-om pre-test to post-test (.80). The females actually decreased .5 1 on thdr mean
attitude scores fi-om pre-test to post-test.
An analysis ofthis variable is that the males started with a less favorable attitude than
females toward persons with AIDS. However their attitudes showed a more favorable
increase than females on the post-test. Smce Mt. Zion is a smaU mral chinch with a
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female pastor, h is mteresting to speculate the effectiveness of a female pastor m this
settmg. Possibly males respond more favorably to a female pastor and this influenced their
response to the survey. However this is conjecture, not a conclusion. Statistical findings
indicate that the sermon series positively affected the male mean scores, but hardly
affected the female mean scores.
OveraU there was little difference between the male and female attitude scores. When
one considers the factor of randomness, these differences become even less significant.
BasicaUy males and females had the same attitude toward PWA's. This overaU attitude
was 10.60 or above. This score reveals both genders hold a favorable attitude toward
PWA's. The sennon series did not significantly affect this favorable attitude.
The next mdependent variable was age. The pre-test score revealed that the youngest
group (19-29) scored the highest mean score (1 1 .00) on the pre-test. The second highest
score (10.64) was the 30-49 age group. The lowest mean score (10.41) was the 50 and
older group. This hierarchy was probably what one might predict. Younger people are
typicaUy more tolerant ofpeople who are different. One might predict that young adults
would have a more favorable attitude toward PWA's. The 50 and older group would
predictably be less tolerant and consequently have a less favorable attitude. Yet the post-
test scores are m contrast the pre-test scores. The middle group (30-49) scored the
highest (10.84) on the post-test. The 50 and older group were second with 10.62. The
youngest group were third with the lowest mean score of 10.25.
The number ofyoung aduhs (19-29) takmg the post-test doubled. Therefore the post-
test probably gave a better indication of then attitudes since more subjects participated m
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the survey. Young aduhs may initially have more favorable attitudes toward people who
are different. The 50 and older group changed their attitude on the post-test and mdicated
a more favorable attitude. But h is the middle group 30-49 which seemed to benefit most
from the sermon series. They scored the highest mean on the post-test. Therefore the
group most hkely to increase in favorable attitudes toward PWA's was the middle group
(30-49). If one were to begin a ministry with PWA's in this local church, the place to start
would be the middle group (30-49). This group has a favorable attitude toward PWA's
and they revealed a tendency to increase in favorable attitudes with proper guidance (i.e.
sermon series).
OveraU very httle change is seen in attitudes toward PWA's. The greatest change on
pre-test to post-test score among a smgle age group (1 1 to 10.25) was .75. This decrease
occurred in the 19-29 age group. The greatest mcrease in mean score was .21 among the
pre-test and post-test surveys of the 50 and older group. Therefore it is obvious that
attitudes change very httle over a sk week period. This tendency among attitude scores
was a sharp contrast to the knowledge scores. The greatest mcrease m knowledge score
mean within an age group (19-29) fi-om pre-test to post-test scores was 2.58. The least
change among the knowledge score means among an age group (30-49) was 2.42.
ANOVA resuhs also mdicated a significant difference between the three age groups on
the attitude questions. The three age groups responded differently to the attitude
questions. The ANOVA resuhs also were that significant differences existed between the
mean scores ofthe sk education cat^ories.
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OveraU, knowledge scores changed more after the sermon series than attitude scores.
Thus h appears easier to change level ofknowledge over a six week period than h is to
change attitudes. Also this study demonstrates that an increase in knowledge is not
necessarily related to an increase m favorable attitudes.
Research question 4 was answered using cross tabs to study the relationship between
the group's answers on the attitude and knowledge questions and their response to the
sermon series (questions 26-30). The correlation between the sermon responses and the
answers to the attitude and knowledge questions was also identified.
The Chi Square revealed no significant relationship between the selected knowledge
questions and the preaching response questiormaire. Also the Chi Square analysis
mdicated no significant relationship between the selected attitude questions and the
preaching response questiormaire. The preachmg response questionnaire was 60% agree
or higher on each question. However the preaching response questionnaire was an
evaluation of the sermon series. This evaluation of the sermon series was subjective which
makes it difBcuh to determme a clear relationship between the two instruments. A large
number ofneutral responses also suggests some ambivalence. Some mdividuals may not
have revealed then true feehngs about the sermon series and therefore h is impossible to
identify the impact of the sermon series on then knowledge and attitudes. OveraU,
however we may conclude that knowledge ofmdividuals and a group about AIDS
increased after the mtervention ofa sbc week sermon series. Attitudes were largely
unaflfected by the sermon series. Obviously krwwledge can be impacted more quickly than
attitudes.
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Lhnitations
This study was hmited to a smaU congregation, with less than one hundred in worship
attendance. It would not be wise to project the conclusions from the demographics,
knowledge and attitude scores to a larger congregation. It should be noted that Mt. Zion
is a rural church and the majority of survey participants hold a high school degree. The
percentage was 61% on the pre-test hold high school degrees and 51% on the post-test.
It would be interestmg to know if a smaU, coUege educated congregation in a university
setting would score difTerently from this rural congregation.
This study was hmited m the sense it involved a smaUer worship attendance because of
the summer months. June and July average a lower worship attendance than a spring or
faU season. This hmited the number ofpeople who attended the sbc week sermon series.
By oflFering the sermon series m the faU or spring, a larger number ofparticipants from a
given congregation could attend the series. This could change some of the findings.
Ifage is a factor, which is suggested by some of the findmgs, the age of the
congregation could have a bearing on the findings. A younger congregation might
respond diflferently than an older congregation.
Applications
The data showed that knowledge can increase after a sbc week sermon series, however
attitudes remained graeraUy the same. This findmg aaggests that attitudes take longer
than six weeks to experience significant change. Perhaps the sermon series could last
longer than sbc weeks and/or be a mini-series that is spread out over a year. Preachmg is
not as effective m changing attitudes as other uiterventions�perhaps volunteering m a care
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ministry with AIDS patients, or by knowing a person with AIDS~ie., face to face
experiences are potentially more transforming. Also the mstrument measuring attitudes
needs improvement. A majority of the pre-test mean attitude scores were 10 or higher out
of a possible 12. These initial high scores made h difBcuh to measure any Mgnificant
changes in attitude. Possibly more attitude questions should be added to the survey or the
present survey questions re-worded.
Also the preaching response questionnah-e could be unproved. It may be helpful in
further studies to increase the number and/or type of questions. The lack of relationship
between the preaching response questiormaire and the selected survey questions indicates
either an inaccurate survey instrument or ineffective preaching. It is impossible to discern
between the two possibihties.
It might prove helpful to conduct a similar study m two comparable congregations at
the same time. One congregation could have the sermon series and the other congregation
not have the series. Then pre-test and post-test scores between the two congregations
would give a more d^nitive answer whether the sermon series hnpacted the attitudes and
knowledge ofthe congregation.
Also any fiiture studies should use a different number code to identify the participants.
Smce only fifteen participants could be paired from the two surveys, the resuhs could not
effectively compare the changes within mdividuals. The post-test survey mstrument
should also mclude the number of sermons. This mformation would help the researcher
evaluate the data more accurately.
Overall, it is important to remember that Christians can offer a lovmg, caring response
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to persons with AIDS. The basis of this response is our rich understanduig of suffering,
hope and human sexuality. Also, the church has the mission ofnurturing wholeness of
mind, body and spirit. The local church can be the begummg pomt ofAIDS ministry
because of the availability ofa United Methodist church in ahnost every community. The
scriptures confirm this caU to act compassionately when confi-onted with the needs of
others. When Jesus told the parable of the Good Samaritan, he finished by saymg, "Go
and do hkewise." We, too, are caUed to reach out to persons m need today. Persons with
ADDS need our helping hand and loving heart. My hope is that this study is a constructive
step in the process toward healing and wholeness m the local church and for persons with
AIDS.
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Appendix A
Sermon Series for the Study
Series Thle: "Loving the Jesus Way"
Sermon One: June 9, 1996
"Loving the Jesus Way."
Luke 14: 7-14
When Jesus spoke of the marriage feast in Luke 14: 7-14, he gave this advice to the
host: "do not confine your guest hst to fiiends, relations and rich neighbors. These are
mdividuals who might be invited so that you might be repaid." Why would Jesus make
such a statement? He is saying, "There is no generosity when you give so that you can be
repaid." Instead give to those who cannot repay~the poor, maimed, the lame, the blind."
They cannot repay! To give such a feast, invite them. This kind ofgenerosity will be
recognized in the resurrection of the just. This parable mvites us to expand our guest hst,
our worship participants, to include those who are usually ignored. Today this group
might include AIDS patients, the handicapped, the impoverished, the migrant workers
who cannot repay our generosity. However God wiU repay us richly both m this world
and m the next when we express such an extravagant love.
Sermon Two: June 16, 1996
"Triumph over Suffering?"
Romans 3: 21-26
This sermon addresses the question: "IfGod is all powerfiil, why does he not ehminate
suffering?" The concept of fi"eewill actuaUy created the possibUities ofobedience and
disobedience. Adam and Eve chose to sm. Although we today can choose not to sin.
Sweet-Richardson 141
human nature's bent is toward sinnmg. Romans 3: 23 states that we have all shmed and
fallen short ofthe glory ofGod. It is because human bemgs m general are sinners that
hidividuals are exposed to sufFering. God wiU not remove sufFering from the world or h
would violate our freewill and remove the consequences of sin. Yet m the midst of this
sufFering God's grace is available both to the innocent and guilty who encounter sufFering.
This is the triumph over sufFering: God's grace.
Sermon Three: June 23, 1996
"The Divine Yes m Love"
I Corinthians 12: 12-26
This sermon focuses on the image of the nature and mission of the church as presented
m I Corinthians 12. Paul uses the metaphor of the church as the body ofChrist to imply
the unity of our common hves. He talks about the separate parts with theh- varied
ftinctions to emphasize unity, not divershy. The mterrelatedness of the body illustrates
how each part is necessary to the whole body. For instance, 'ifone suffers, we all suflFer.
If one rejoices, we aU rqoice." Indeed the church is not a static organization, but a
redemptive feUowship ofbelievers. We are part of the redemptive process when we share
our gifts with the worid, touchmg h with God's love.
Sermon Four: June 30, 1996
"A Leper Lives on Our Street"
Matthew 8: 1-4
This sermon develops this scriptural context and transposes it to a contemporary
settmg. The scriptural text is mtroduced with a compeUuig picture of two leprosy
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sufferers: Judah Ben Hur's mother and sister. We immediately sense Judah's horror and
subsequently, his compassion for them. The body of the sermon then moves to the idea of
contemporary lepers. The lepers today are unwed mothers, the homeless, the poor, AIDS
patients and homosexuals. Jesus physically healed the leper (Matt. 8: 1-4), but he also
redeemed his soul. We, too, can be part of the redemption process today among
contemporary lepers when we share the good news of the gospel. Love can overcome
"exclusiveness."
Sermon Five: July 7, 1996
"Slipping By on the Other Side"
Luke 10: 29-37
This sermon reflects on the various attitudes ofpeople when confi-onted with the needs
ofothers. The first person passing by the mjured man was an expert in the law. The
man's suffering perhaps sthnulated inteUectual thought on ethics and values. But h did not
strike a chord of compassion. The priest shpped by the man, seeing hun as someone to be
avoided. His faith perhaps permitted feehngs of compassion, but h did not move hun to
act compasMonately. Both men were mned m apathy wh�i confi-onted with the needs of
others But worse yet are the robbers who exploited the man. Let us not forget the inn
keeper who sunply saw the man as a busmess transaction-a paymg customer at his inn.
Each ofthese mdividuals demonstrate a particular attitude when confi-onted with the needs
of another person. But the one man who showed mercy was a despised Samaritan. Jesus
says, "Go and do hkewise" (Luke 10: 37).
Sermon Sbc: July 14, 1996
"The Nfissmg Piece"
Luke 15: 1-7
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The question dealt with in this parable is not who wiU celebrate the discovery of a lost
sheep, but rather imphes that our celebration is a sharing in God's mercy. Mercy is not
always celebrated because some people prefer justice. The typical human response is to
seek mercy for ourselves and justice for others. Only God can change these faulty
pattems ofunderstanding mercy and justice.
The sermon also reflected on two questions: "who are the lost sheep today?" How do
we respond to theh- dilemma? For instance: Would we rather eat lunch with a fiiend than
with a homeless person? Would we rather pray with a housewife than a prisoner at the
county jail? Would we rather vish a nursing home than an ADDS hospice? Sometimes our
greatest stmggle in redeeming the lost is the nature of their suffering. The "lost" who are
suffering because of their promiscuity or homosexuality sometimes draw out our sense of
retributive justice rather than mercy. Yet scriptures chaUenge us to celebrate the power of
God's mercy to redeem the "lost."
Appendix B
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This survey is bemg conducted m order to fiilfih the requh-ements for a Doctor ofMinistry
degree at Asbury Theological Seminary. The purpose of the research, however, is deeper
than simply fulfilhng an academic requirement. HopefiiUy the research (including the
sermon series) wiU help us to better understand the bibhcal, theological and medical facts
surroundmg the issue ofAIDS. The more that we know about AIDS, the better equipped
we are to make the right choice(s) responding to this deadly disease. This survey is an
opportunity to grow closer to God and each other through care&l reflection on how we
feel about AIDS and the church. The survey is also an opportunity to leam more about
yourselfby examining your attitudes and knowledge of persons with AIDS. I want to
thank each ofyou for your wilhngness to participate m this study.
Janet S. Richardson
GENERAL INFORMATION AND DIRECTIONS
1 . Your confidentiahty is assured by the ax digit code used to identify your survey and
having an outside person conduct the statistical analysis. No one will see the
completed survey except the person conducthig the statistical analysis.
2. The survey wiU be placed m a sealed bag when collected. AU surveys wUl be
destroyed afl;er the statistical analysis is completed. The outside person conductmg
the statistical analysis wUl send the results of the survey to Rev. Janet. The focus of
the study is groups, not individuals.
3. The survey is only for members ofMt. Zion United Methodist Church.
4. You must be eighteen years ofage or older to participate in this survey.
5. Read each question carefiaUy, than answer the question by checkmg the best response.
EXAMPLE: America is a
? Country
? State
? City
? County
? Don't Know
Ifyou don't know the answer, select "don't know."
6. Please, only give one answer per question, unless mdicated to check aU that apply.
7. Erase cleanly any answer you wish to change, than check your new answer.
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8. Please do not put your name, date or any other identifying
marks on the answer sheet.
Write the six digit number in the space provided m the sbc boxes below. The way to
create this number code is:
a. two digits ofmother's buth month
b. two digits ofyour father's age (ifnot hving, age when died)
c. two digits ofyour buth month
Example: Mother's birth month is June, the two digit code is 06
Father's age is 40^ the two digit code is 40
My buth month is December, the two digit code is 12
Sbc digit code is 064012
Six Digit Code ??????
(The code must be fiUed out or your survey cannot be analyzed by the researcher)
1. What is your gender?
? Male
? Female
2. What is your age?
? 19-29
? 30-49
? 50 or older
3. What is yoiw educational background?
? High School Diploma
? Vocational/Technical School Degree
? Associate's Degree
? Bachelor's Degree
? Master's Degree
? Other Type ofDegree; please state:
4. Are you a member ofMt. Zion United Methodist Church?
? Yes
? No
Please answer the following questions regarding the AIDS vutis by checkmg the best
response.
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1 . AIDS is an infectious disease caused by a virus.
? True
? False
? Don't know
2. AIDS is an abbreviation which stands for "Acquired Immune Deficiency Syndrome"
? True
? False
I I Don't know
3. AIDS is a disease that only aflFects homosexuals.
? True
? False
? Don't Know
4. The AIDS vhiis can cause cancer.
? True
? False
? Don't know
5. A person can be infected with AIDS and not know h.
? True
? False
I I Don't know
6. There is a cure for AIDS.
? True
? False
? Don't know
7. A person who has AIDS may look and feel healthy.
? True
? False
? Don't know
8. Any person with AIDS can pass it on to someone else through
sexual intercourse.
? True
? False
? Don't know
9. A pregnant woman who has the AIDS vhus can give it to her baby.
? True
? False
? Don't know
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10. There is a vaccine available to the pubhc to protect them from getting AIDS.
? True
? False
? Don't know
1 1 . AIDS can damage the bram.
? True
? False
? Don't know
12. AIDS only aflFects young aduhs.
? True
? False
? Don't know
13 . This section ofthe survey is to determine your knowledge ofthe verified ways that
spread the human inmiunodeficiency virus (HTV), the causative agent ofAIDS.
This is confirmed modes of transmission of the virus as supported by the Centers of
Disease Control and/or Medical Literature. Check the answer(s) for each way that
is a confirmedmeans of transmission.
? Breast milk
? Coughing or sneezing
? Heavy, deep kissing
? Holding hands or hugging
? Insect bhe
? Sharing eathig utensils
? Sharing ofmjectable needles
? Sharing work space
? Tears
? Toilet seats or urinals
? Uninfected person donating blood
? Unprotected sexual mtercourse with HTV mfected person
Please answer the followmg questions with respect to yourself
14. People with AIDS should not be quarantmed.
? Strongly Agree
? Agree
? Disagree
? Strongly Disagree
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1 5. ADDS is God's judgment on homosexuals
Q Strongly Agree
? Agree
r~l Disagree
? Strongly Disagree
16. Because of the nature of the disease, the church has little or no responsibility to
care for individuals whh ADDS.
? Strongly Agree
? Agree
[U Disagree
? Strongly Disagree
17. 1 would worship at my church if someone Avith AIDS attended worship here.
? Strongly Agree
? Agree
m Disagree
r~| Strongly Disagree
18. I would be upset ifmy pastor began a ministry with ADDS patients.
? Strongly Agree
? Agree
n Disagree
r~| Strongly Disagree
19. 1 would continue a friendship with someone I loved if he/she had
ADDS.
? Strongly Agree
? Agree
Q Disagree
? Strongly Disagree
20. 1 prefer to not physically touch someone who has ADDS.
? Strongly Agree
? Agree
? Disagree
Q Strongly Disagree
21.1 would work with someone who has ADDS.
r~l Strongly Agree
? Agree
[~~| Disagree
? Strongly Disagree
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22. 1 consider individuals with AIDS to be dangerous to non-infected mdividuals.
Q Strongly Agree
? Agree
n Disagree
? Strongly Disagree
23. AIDS is not God's judgment on promiscuous heterosexuals
? Strongly agree
? Agree
[H Strongly Disagree
Q Disagree
24. I feel that a child with AIDS should not be allowed to use the nursery
of the church or play with non-infected children.
Q Strongly Agree
? Agree
n Strongly Disagree
n Disagree
25. I think that better education about AIDS in the local church would help
church members act more compassionately toward persons with AIDS,
? Strongly Agree
? Agree
O Strongly Disagree
n Disagree
Circle the number that most closely corresponds with your response to the sermon series.
A low score indicates that you agree and a high score mdicates that you disagree.
Preaching Response Questionnaire
Agree
lower score
Disagree
higher score
26. The sennon series mcreased my knowledge
of the medical facts and history surroundmg the
AIDSvnus.
1 2 3 4 5
27. The scripture texts used m the sermons series
were used effectively
1 2 3 4 5
28. The illustrations in the sermon series
were appropriate and meaningful.
1 2 3 4 5
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29. The delivery (eye contact, gestures) helped 1 2 3 4 5
my hearing of the pastor's message.
30. The sermon series has persuaded me to 1 2 3 4 5
act more compassionately toward persons
with AIDS.
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